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LESIONS OF THE STOMACH* 
FRED JENNER HODGES, M. D.+ 


ANN ARBOR, MICHIGAN 


Organic lesions of the human stomach 
which can be recognized by x-ray methods 
of examination are not common among the 
patients who are referred each year because 
of leading symptoms or suspicious physical 
findings referable to the alimentary tract. 
During the past five years it has been our 
experience to have reported the entire ab- 
sence of x-ray signs of upper gastrointesti- 
nal tract disease in a group of 10,000 indi- 
viduals so examined. During this same in- 
terval of time we have recorded convincing 
x-ray signs of gastric neoplasm, the most 
commonly encountered form of gastric dis- 
ease which can be recognized, in 572 pa- 
tients, while gastric ulcer, devoid of the 
signs characteristic of associated neoplasm, 
has been observed in 336 individuals. Clear- 
ly demonstrable duodenal ulcers numbered 
1944 or considerably more than gastric car- 
cinoma and gastric ulcer combined. 


At first glance one might be led to as- 
sume on the basis of statements such as 
these that the x-ray search for organic le- 
sions responsible for gastric symptoms 
must be a dreary procedure, seldom punc- 
tuated with moments of clinical interest. 
Nothing could be further from the truth. 
The daily sessions in the fluoroscopic dark 
room, where gastrointestinal examinations 
are conducted, are as thrilling as any de- 


*Read before the Seventh Annual Meeting of 
the New Orleans Graduate Medical Assembly, 
March 15-18, 1943. 

*From the Department of Roentgenology, Uni- 
versity of Michigan, Ann Arbor, Michigan. 


tective story and constitute an unending 
and ever-variable challenge to the diligence 
and the resourcefulness of the examiner. 
Conditions in the panorama which confronts 
the fluoroscopic observer are kaleidoscopic 
in character. The element of suspense is 
ever present for it is to be remembered that 
only persons in whose cases there exists 
some reason to suspect disease are sub- 
jected to this procedure. Bare figures for 
the frequency with which gastric neoplasm 
and gastric ulcer are encountered are mis- 
leading because in addition to these top 
ranking lesions, abnormalities of the esoph- 
agus and the upper portions of the small 
intestine, as well as a number of even less 
common gastric disorders, are constantly 
being sought for. The element of human 
interest is great because all patients, how- 
ever blasé they seek to appear, are deeply 
concerned with the verdict to be rendered 
in their case, and more often than not their 
simulated unconcern is painfully transpar- 
ent. Activities in the fluoroscopic room 
bring the roentgenologist very close indeed 
to his patient and provide an outlet for his 
sympathy for which there is little oppor- 
tunity for expression in the reporting of 
film findings which constitutes a consid- 
erable part of his daily work. 


While many of the functional and organic 
irregularities of the stomach are quickly 
and easily discoverable at the screen, past 
experiences warn the radiologist that devia- 
tions from the normal, even those of great 
significance, may be exceedingly difficult 
to demonstrate. The knowledge of this state 
of affairs provides a constant spur to con- 
centrated effort with the result that inter- 
est never flags. 
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Observations made in the fluoroscopic 
room dictate the extent and the nature of 
the supplementary filming which is desir- 
able and when this has been completed the 
radiologist once more reviews each day’s 
‘grist of patients, armed with a considerable 
amount of evidence relating to the status 
of the upper gastrointestinal tract. When- 
ever he feels the slightest doubt in his mind 
regarding the true situation in the case of 
any individual patient he is in duty bound 
to withhold opinion pending the introduc- 
tion of additional evidence. Indeed if he is 
seriously determined to do the best work 
of which he is capable, it is no hardship 
for him to conduct the necessary re-exami- 
nation. 

If one enters upon the examination of 
each individual patient with too much de- 
tailed clinical information provided in ad- 
vance, his versatility in running down each 
and every suspicion of abnormality ob- 
served at the fluoroscope suffers from lack 
of exercise and he will find his mind less 
receptive to the numerous possibilities 
which may be capable of correlation with 
the patient’s symptoms and physical find- 
ings. With all due respect for the value 
of a carefully elicited medical history, every 
roentgenologist who has had any consider- 
able experience in this field is fully aware 
of the fact that his findings may directly 
controvert the implications of that history 
and he is in duty bound to express what- 
ever opinion he has to offer on the basis 
of his own findings rather than hearsay 
evidence, however attractive this may be. 

In the hands of a roentgenologist whose 
experience in gastrointestinal diagnosis is 
wide, as judged by the number of his own 
mistakes which he has recognized, the ac- 
curacy of x-ray methods when applied to 
the search for organic gastric lesions is re- 
markably high. This fact, however, by no 
means implies that even the most experi- 
enced and expert x-ray diagnostician has 
ever achieved the coveted goal of complete 
infallibility. 

GASTRIC ULCER 

Gastric ulcers which stand out in bold re- 

lief along the middle and lower one-thirds 


HopGEs—Lesions of the Stomach 


of the lesser curvature, whether viewed at 
the screen or in supplementary roentgeno- 
grams, are childishly simple to recognize, 
particularly if they measure a quarter of an 
inch or more in diameter (fig. 1). Ulcers 
of the same general character and dimen- 


Fig. 1. 
curvature. 


Sizeable benign gastric ulcer, lesser 


sions are distinctly more difficult to detect 
if they happen to be located a sufficiently 
great distance anteriorly or posteriorly 
from the lesser curvature, in which case 
they are readily obscured by the excess of 
opaque material within the lumen of the 
stomach, but as a rule they can be found 


‘without serious difficulty when the stomach 


is compressed through the abdominal wali. 
Even though ulcers may present on the les- 
ser curvature, their presence may be over- 
looked because of overlapping shadows of 
the extreme gastric cardia, a_ situation 
which is particularly common in stout or 
obese patients whose stomachs are located 
high in the abdomen. Minute ulcer craters 
are easily missed unless the examiner fol- 
lows the practice of exploring every avail- 
able square centimeter of stomach wall, 
using every device at his command. Un- 
fortunately, perhaps, the size of the ulcer 
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bears little relationship to the severity of 
the symptoms with which it is associated, 
and it is therefore fully as important to 
recognize the small as well as the large. 
Once the presence of ulceration of the 
various layers of the stomach wall has been 
demonstrated, interest centers upon the his- 
tologic characteristics of the lesion. While 
it is well known that somewhere in the 
neighborhood of five per cent of gastric 
ulcers, which have been subjected to micro- 


scopic study, show unmistakable signs of 
associated malignancy, the roengenologist 
knows full well that his relatively crude 


method of examination supplies few reli- 
able criteria upon the basis of which malig- 
nant ulcers can be differentiated from those 


which are benign. Oftentimes the tempta- 
tion is great to state that because a particu- 
lar uleer crater is somewhat irregular in 
outline, seems to burrow laterally into the 
layers of the stomach wall, or seems to be 
partially filled with nodules of tissue, or 
surrounded by elevations which protrude 
into the lumen in ragged fashion, that it is 
already associated with an actively grow- 
ing neoplasm. Certainly it is true that he 
should maintain an alert lookout for any 
signs which may suggest neoplasm, but at 
the same time he should constantly remind 
himself that the signs upon which such 
opinions are based are far from reliable. 
By far the better course to follow is to ad- 
mit the possibility of malignancy in any 
demonstrably ulcerating lesion and place 
his dependence upon the behavior of the 
lesion in judging its true character. The 
practice of subjecting all gastric ulcer pa- 
tients to rigid bed rest and active medical 
management with re-examination in ten 
days to two weeks is the most logical meth- 
ed of dealing with this situation. The delay 
in the treatment of cancer is not great and 
in view of the average rate of development 
of gastric carcinoma it should not consti- 
tute a real hazard for the patient. The 
large majority of gastric ulcers will respond 
promptly if rigorously treated and virtual 
or complete disappearance of the roentgen 
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signs may be expected in two or at most 
three weeks. We have observed complete 
disappearance in as little as seven days. If 
the ulcer crater is still visible at three 
weeks and if treatment has been carefully 
and rigorously supervised, it is good prac- 
tice to insist upon surgical intervention. 
Although in our experience four out of five 
of the ulcers which have been surgically 
treated by partial gastric resection in ac- 
cordance with this policy, have failed to 
show any microscopic evidence of underly- 
ing or associated carcinoma, the single case 
so uncovered fully justified the surgical in- 
tervention in the other four. It is noth- 
ing short of tragic to permit a patient to 
worry along with a recalcitrant ulcer for 
month after month only to discover in the 
end that inoperable cancer has been allowed 
to gain a foothold (fig. 2). 


Fig. 2. Large gastric ulcer, progressive response 
to medical treatment. Minute carcinoma discov- 
ered at operation. 
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CARCINOMA OF STOMACH 


The most frequently feared and encoun- 
tered gastric lesion is carcinoma of the 
stomach. As in the case of gastric ulcer, 
these lesions are often recognizable with ex- 
treme ease because of the large size which 
they have attained before associated symp- 
toms have sufficiently alarmed the patient 
to seek medical advice. This state of af- 
fairs is very discouraging because long term 
survival without recurrence of the disease 
is extremely uncommon, even in the face 
of rapid advances in gastric surgery. It is 
not necessary, however, for lesions to have 
attained great dimensions in order to pro- 
duce characteristic roentgen signs which 
are very reliable. The fundamental feature 
of the deformity produced by gastric can- 
cer is a persistent distortion of the barium 
column in the lumen of the stomach or in 
roentgenological parlance a “filling defect.” 
Such deformities or filling defects may be 
small or large, rough or smooth in outline, 
and located at any point along the surface 
of the organ (fig. 3). It is not even neces- 
sary that the mucosal pattern of the stom- 
ach lining be visibly broken, for tumors 
which infiltrate widely throughout the walls 
of the stomach will reduce its normal pli- 


Fig. 3. Various expressions of gastric carcinoma. 
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Fig. 4. Linitis plastic; lowermost 
ment uninvolved. 


gastric seg- 


ability, thus preventing normal distention 


to accommodate gastric contents. The des- 
criptive term “‘linitis plastica’? is applied 
to lesions of this sort and the resultant de- 
formity of the stomach is oftentimes pro- 
found (fig. 4). Benign polyposis of the 
stomach presents the characteristic finding 
of filling defect, but in this instance the de- 
fects are intragastric, characteristically 
smooth and rounded and sometimes demon- 
strably pedunculated. Although such le- 
sions are benign in their incipiency, their 
proclivity for developing malignant charac- 
teristics is so well known that they should 
in every instance be removed by surgical 
means even if this requires complete gas- 
tric resection. This is one stage at which 
gastric carcinoma can be dealt with effec- 
tively in virtually every instance. 

No recitation of the problems which con- 
front the roentgenologist in running to 
earth the existence of gastric neoplasm 
should fail to include mention of the diffi- 
culties which are so prevalent when dealing 
with tumors which involve the extreme 
cardiac portion of the stomach and its en- 
virons. It is axiomatic that errors in roent- 
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gen diagnosis of gastric lesions at the py- 
loric end of the stomach are those of com- 
mission, whereas errors involving lesions at 
the cardiac end are dismal errors of omis- 
sion. There are many reasons for this, 
chief among them the inaccessibility of this 
part of the stomach to the examiner’s pal- 
pating hand. Good diagnosis at the screen 
depends to a very considerable extent upon 
manipulation through the abdominal wall 
to determine the degree of pliability of the 
gastric walls and to scrutinize the pattern 
of the mucosal surface. Many maneuvers 
of great ingenuity are used to increase the 
amount of stomach wall which can be 
brought under the control of the palpating 
hand, but none of these can succeed in ren- 
dering the extreme cardia accessible. Un- 
less the screen observer is alert to the pit- 
falls which are common at the gastric in- 
let he may miss entirely the telltale signs 
of disease observable only at the first mo- 
ment when opaque material is discharged 
from the esophagus into the gastric lumen. 
At this moment roughness of the gastric 
lining and irregularity of the gastric walls 
may often be quite apparent, only to become 
obscure as gastric filling progresses. It is 
highly important that the observer rivet his 
attention at the level of the diaphragm dur- 
ing the early stages of ingestion and that 
he rotate the patient until every possible as- 
pect of the lowermost portion of the esopha- 
gus and the neighboring stomach have been 
brought into view. By changing the posi- 
tion of the patient from upright to horizon- 
tal, from recumbent to prone, and the vari- 
ous degrees of obliquity it may be possible 
to demonstrate obscure lesions with greater 
clarity. 

Finally, it should be pointed out that sit- 
uations other than gastric neoplasm may be 
responsible for perfectly obvious defects in 
gastric filling, unsuspected subphrenic ab- 
scesses on the left, food residues within the 
lumen, ingested non-opaque foreign bodies, 
gastric lues, and localized areas of hyper- 


trophic gastritis, to mention but a few, must 
be considered by the roentgenologist when 
evaluating gastric filling defects (fig. 5). 
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All told the business of analyzing the 
status of the stomach of any individual even 
remotely suspected of harboring an intrin- 
sic gastric lesion is a somewhat complicated 
one.- If the examiner is sincerely devoted 
to his work, faithful in his diligence, and 
sufficiently experienced to have developed 
reliable judgment, x-ray examination offers 
a highly reliable method of study. It is al- 
ways to be remembered, however, that the 
method is relatively crude, that unless tan- 
gible, persistent deformity of the stomach 
can be discovered the presence of gastric 
cancer cannot be honestly postulated. Some 
gastric carcinomas have been known to 
metastasize widely without producing le- 
sions in the parent organ which are suffi- 
ciently deforming in character to rise above 
the threshold point of recognition by roent- 
gen methods. The first few experiences 
with this type of lesion are embarrassing 
and discouraging but if one calls upon his 
store of philosophy he can sometimes dis- 
cover equally embarrassing situations 
which must be borne by other members of 
his profession. 


SUMMARY 


By and large x-ray examination of the 
stomach has richly earned the position of 


Fig 5. Localized hypertrophic gastritis, greater 
curvature. 
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competence which it enjoys in the estima- 
tion of internists and surgeons. The advent 
and increasing utilization of gastroscopy in 
the same field should be looked upon as a 
valuable means of confirming questionable 
lesions rather than a competitor in any 
sense of the word. 





INFANTILE PARALYSIS* 


ITS DESCRIPTION AND TREATMENT 
SISTER ELIZABETH KENNY 


Minneapolis, Minn. 

The great reluctance shown by some med- 
ical men in the United States of America 
in accepting the Kenny method of treat- 
ment for the disease known as infantile 
paralysis is based on their failure to realize 
that the understanding of this method of 
therapy requires a fundamental revision of 
the old concept of the nature of the disease. 
It was firmly embedded in the minds of the 
medical world that the only significant 
change in the muscles was partial or total 
flaccid paralysis resulting from damage or 
destruction by the virus of poliomyelitis to 
the motor neurons in the anterior horn of 
the spinal cord. The deformities were be- 
lieved to be caused by the strong normal 
muscles pulling and stretching the weak 
paralyzed ones. In order to treat this con- 
dition, immobilizing supports were applied 
as soon as possible to retain the bodily 
alignment and to overcome shortening of 
the supposedly strong muscle and -length- 
ening of the supposedly weak one. The lat- 
ter muscle would be, as it was expressed, 
“put in a position of advantage” by shorten- 
ing, and rigidly retained in this position 
through the entire convalescence with the 
exception of the treatment periods and, 
even during these periods, it was supposed 
to be unwise to leave off the supports on 
the one limb while the other was receiving 
attention. In many textbooks it was advised 
to leave the supports on the limbs while the 
patient was receiving pool treatment. 


*Read before the New Orleans Graduate Medical 
Assembly, New Orleans, March 15-18, 1943. 
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The old treatment was wrong because the 
old concept of the disease was wrong. While 
paralysis undoubtedly occurs from this 
acute infection, it is not in the majority of 
cases the most important damaging factor. 
The disorders of muscular physiology which 
occur in poliomyelitis and which have been 
almost entirely neglected by the medical 
profession include: (1) Muscle spasm; 
(2) mental alienation; and (3) muscle in- 
coordination. The Kenny method is designed 
to treat these three disabling conditions and 
they can be relieved by this treatment. No 
effective treatment is available at present 
for paralysis resulting from destruction of 
anterior horn cells. 


On consideration of the world wide ac- 
ceptance of the old theory, the antagonism 
of the medical world to a radical change, to 
a treatment diametrically opposed to the 
procedure of immobilization, can well be un- 
derstood. The complexity of the new con- 
cept of this disease, in addition to the fact 
that these symptoms had for so long a time 
gone unrecognized, delayed the acceptance 
of my contribution. That is why it is neces- 
sary for me to be present here today—and 
for me to visit the different parts of the 
earth and present my work. The prejudice 
against accepting a new treatment for polio- 
myelitis based on a new concept of the dis- 
ease retarded the work in Australia for 
almost thirty years. I am happy to say that 
the medical profession in the United States 
of America has been quicker to discard old 
prejudices. 

It has been stated that even with the use 
of immobilization, deformities did occur 
despite the best efforts of the orthopedic 
surgeon. Therefore, to present a treatment 
recommending the abandonment of this 
procedure and a routine treatment for mus- 
cle conditions that were supposedly non- 
existent would indeed impress one with the 
thought that the person making such a 
presentation was, to put it mildly, un- 
balanced. This was the situation in Minne- 
apolis in the year, 1940, at the time of my 
first appearance. However, owing to the 
fact that I had been officially introduced 
by my government and a group of Aus- 








KENNY—/nfantile Paralysis 135 


tralian medical men of repute had sought 
the assistance of their colleagues of the 
American Medical Association for the fur- 
ther elaboration of my work, I was— 
through the good offices of Dr. Wallace 
Cole, Professor of Orthopedic Surgery of 
the University of Minnesota—allowed to 
proceed. 

My first endeavor was to prove by evi- 
dence produced that: (1) The orthodox 
theory, with regard to the symptoms of the 
disease, was incorrect; (2) deformities 
were not caused through strong or normal 
muscles pulling weak ones; (3) pseudo- 
paralysis could be induced by the neglect of 
the treatment of the true symptoms. 


It will be remembered that the first re- 
port published with regard to this new con- 
cept and treatment appeared in the Journal 
of the American Medical Association, June 
7, 1941, and was presented by Drs. Wallace 
Cole and Miland Knapp who acknowledged 
that I had produced evidence to prove mus- 
cle spasm was present in 100 per cent of 
the cases under review. Muscle spasm is 
made up of two phenomena, both of which 
result from hyperactivity and hyperirrita- 
bility of the synaptic connections to the 
motor nerve cells in the spinal cord: 
(1) Hypertonus of muscles; (2) hyperir- 
ritable stretch reflex. These changes, if un- 
treated, persist for long periods of time and 
in the loter stages produce contractures and 
deformities. They respond to treatment 
better the earlier in the course of the dis- 
ease that active therapy is begun. Even 
after a delay of only a few weeks, muscle 
spasm becomes far more difficult to relieve. 
Stretching and pressure on muscles in 
spasm increase the pain and exaggerate the 
spasm, making treatment less effective. The 
muscle in spasm is a weak muscle and in- 
tensive treatment is required to restore it 
to normal function. 

Much evidence has been recorded to dem- 
onstrate the presence of the condition of 
mental alienation. The alienated muscle is 
a non-functioning muscle which is free 
from pain and is not shortened. It differs 
from a muscle paralyzed by anterior horn 
cell destruction in that, with proper treat- 


ment, it can be restored to normal function. 
Alienation is caused by failure of the nerv- 
ous excitation to reach the intact anterior 
horn cells as a result of a physiologic block 
to the passage of impulses in the spinal 
cord. It is evident that such a muscle will 
fail to function but will have the poten- 
tiality for full recovery, since the anterior 
horn cells have not been destroyed by the 
virus. 

The spasm is found in the muscle directly 
affected by the disease and was hitherto 
referred to as the strong muscle pulling the 
weak flaccid muscle. The muscle referred 
to as the flaccid rauscle is really the muscle 
alienated, and has ceased functioning 
through the physiologic block already men- 
tioned; and the brake put upon its action 
by the shortened opponent which is in pain- 
ful spasm. The first procedure in the treat- 
ment of these symptoms is to relieve pain 
to overcome the spasm and allow the hy- 
pertonic muscle to relax and lengthen. This 
will remove the brake upon the opponent 
but will not remove the physiologic block 
to the passage of nerve impulses in the 
spinal cord. This condition requires special- 
ized treatment by a trained technician, and 
muscles that have heretofore been regarded 
as completely paralyzed will regain func- 
tion and become normal. I have demon- 
strated this phenomenon upon many oc- 
casions. I will refer you to the statement 
made by Dr. Alfred Deacon, Orthopedic 
Surgeon, Children’s Hospital, Winnipeg, 
which appeared in the Canadian Public 
Health Journal, August, 1941, reading: 
“We were astounded to see Miss Kenny re- 
store what we had recorded as completely 
flaccid or paralyzed muscles to full func- 
tion by establishing mental awareness.” 

Also during a recent visit to Minneapolis 
of Dr. Henderson, Mayo Clinic; Drs. Key, 
McCarroll and Crego of St. Louis; Dr. Com- 
pere of Chicago; Dr. Funstan of Virginia; 
and Dr. Schumm of Milwaukee, a patient 
was examined by Dr. Key in the presence 
of all the above mentioned medical men— 
also Drs. Pohl and Knapp of Minneapolis— 
and pronounced to be suffering from com- 
plete paralysis of the quadriceps. It was 
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agreed by all that this was so. This patient 
had had eleven days of intensive treatment 
for spasm in the hamstrings and had not 
yet received the specialized treatment for 
alienation of the quadriceps. However, I 
disagreed with the diagnosis and gave her 
the treatment for alienation and in a few 
minutes the patient was able to extend her 
leg and support it in mid-air. 

A further example was demonstrated in 
‘New Jersey Medical Center, Newark. A 
patient was presented to me during my re- 
cent visit, supposedly suffering from para- 
lyzed lateral abdominals on the left side. 
This condition had persisted for several 
months and an operation for the transplan- 
tation of the tensor fasciae latae fibers was 
contemplated in the near future. However, 
I am happy to say that once again it re- 
quired only a few minutes by our system 
of muscle analysis to prove that all the ab- 
dominal muscles were normal and could 
contact strongly. The brake in this instance 
was in the posterior neck and back. This 
evidence was presented in the presence of 
the supervising orthopedic surgeon and the 
medical supervisor and assistant as well as 
many others. 

I could cite many such incidents but con- 
sider evidence recorded in Canada and pre- 
sented in New York and Minneapolis suf- 
ficient. This evidence proves the presence 
of spasm and alienation. 

The next symptom to be discussed is in- 
coordination. I regret to say when this 
word is used the reply is usually given, 
“You mean substitution. We have always 
recognized that” and very little time is 
given me to explain that I do not mean sub- 
stitution. 

Substitution is a conscious effort put 
forth by the patient to bring a strong 
muscle to the aid of a weak or paralyzed 
muscle and perform a movement. Incoor- 
dination is an entirely different condition. 
It is a misdirected impulse. In attempting 
active contraction of a muscle, other muscles 
including synergists, or antagonists, or en- 
tirely unrelated muscles, even on the oppo- 
site side of the body, or at some distance 
from the prime mover, may be seen to con- 
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tract. Muscles that contract in incoordina- 
tion frequently show fascicular twitchings. 
Incoordination is also frequently found 
within a single muscle, in which instance 
substitution would be impossible. Incoordi- 
nation may be observed in reflex as well as 
in voluntary motion and is fundamentally 
a disorganization of muscle function on an 
involuntary level. It may be related to the 
hyperirritability of synaptic connections in 
the spinal cord which appears to be the 
cause of muscle spasm. One may think of 
the virus as producing a breakdown of syn- 
aptic resistance and a disorganization of 
synaptic connections in the spinal cord, so 
that the impulses run riot as it were, and 
other muscles not normally in action will 
contract. 

Substitution is also a factor in the abnor- 
mal functioning of muscles in poliomyelitis. 
For example, a patient may have a poten- 
tially normal psoas muscle but fail to use it. 
When requested to flex the thigh, he will 
attempt to do so from the origin of the sar- 
torius and instead of an even thigh flexion, 
the action would be that of pulling down the 
pelvis with the sartorius contracting from 
its tendinous origin. This will eventually 
tend toward a pelvic deformity and an ap- 
parent leg lengthening. The action of hip 
flexion will be performed but not with the 
psoas muscle. A technician trained in the 
method will quickly detect this and correct 
the condition. 

The condition of paralysis by complete 
destruction of anterior horn cells is not a 
common occurrence in this disease. It may 
occur in about 20 per cent of cases in con- 
trast to muscle spasm, which is present in 
all cases. One may, therefore, think of an- 
terior horn cell destruction as a common 
complication rather than as the primary 
change in poliomyelitis. For true paralyses 
due to motor denervation there is no effec- 
tive treatment, since anterior horn cells are 
incapable of regeneration. 

I have frequently heard the remark that 
patients recover without treatment. I also 
have frequently heard the remark that pa- 
tients have been discharged as perfectly 
normal and have reported perhaps weeks 
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or months or years later (especially during 
the period of rapid growth) to the ortho- 
pedic surgeon with more or less objection- 
able deformities. This can be readily un- 
derstood when the symptoms of the disease 
have not been treated. The shortened 
muscles have never been attended; the 
spasm has not been relaxed; bone growth 
is retarded; ossification of one limb has 
been prematurely brought about and much 
damage has been done. 

In the patients treated by our system a 
very minute examination is given before 
final discharge. This is to insure that the 
future of the patient shall not be handi- 
capped if he wishes to follow the occupa- 
tion of a sailor, soldier, carpenter, plumber, 
and so on. I have been rather severely 
criticized for, as it has been expressed, “‘put- 
ting the children through acrobatic feats”, 
by those who are not familiar with our 
routine. 


However, during my visits to other cen- 
ters I have frequently been presented with 


patients who have not had the treatment 
for the symptoms mentioned above and are 
severely handicapped, although not suffer- 
ing from any definite paralysis. For in- 
stance, I was recently asked by a doctor to 
give an opinion of a case of long standing 
poliomyelitis. The patient was a boy twelve 
years old. He could not run or climb stairs 
satisfactorily. He walked with a peculiar 
gait. His pelvis was pulled downward at 
the back, and he had a compensatory curve 
in the lumbar region which caused shorten- 
ing of the spinal muscles. His chest and 
abdomen protruded. His shoulders were 
pulled backward. This condition was all 
caused through untreated spasm in the bi- 
ceps femoris. The condition had persisted 
for several years. However, a belated treat- 
ment for the cause of all the trouble recti- 
fied the condition in six months. Three 
weeks of correct treatment in the acute 
stage would have saved all the years of 
anxiety and financial loss. I have in my 
possession much evidence of the presence 
of these conditions which I shall be pleased 
to present to you—also evidence of the dis- 
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aster attendant on the non-treatment of 
those symptoms and conditions. 


I have recently returned from a tour of 
inspection of certain centers where techni- 
cians and nurses are working who have 
received a certain knowledge of the symp- 
toms and the treatment evolved for these 
symptoms. I have found that when the 
system is carried out in its entirety much 
better results are obtained than where there 
has been failure to utilize certain principles. 
Out of the eight institutions visited I found 
only two adhering strictly to the Kenny 
technic. For instance, I have impressed 
upon students the advisability of the blan- 
ket bed. Two of the eight had adhered to 
this principle, and I found that stiffness 
and pain had been overcome much more 
quickly in these two institutions than in 
any of the others. Contact with the cold 
linen sheets will induce spasm and make 
treatment much more difficult. The ad- 
visability of treating the conditions from 
the onset may be confirmed by the evidence 
submitted by Dr. Lowman of Los Angeles. 
Dr. Lowman stated that patients he re- 
ceived from the Infectious Disease Hospital 
were in such good condition that he was 
doubtful about the severity of the onset and 
made it his business to visit the institution 
and see for himself. He examined the pa- 
tients and found the epidemic was a severe 
one. The patients were very sick. The good 
condition upon discharge to the Orthopedic 
Hospital was not due to a mild infection 
but to the treatment of the true symptoms 
in the acute stage. I also found during my 
round of visits that muscle testing accord- 
ing to accepted orthodox theories had been 
practiced in several of the institutions with 
the result that spasm was aggravated and 
muscle shortening prolonged and hope of 
final normal recovery minimized. However, 
despite the failure to adhere strictly to the 
method a much higher percentage of re- 
coveries has been obtained than upon any 
previous occasion, and the medical super- 
Visors were all very well satisfied. 

The highest recorded recoveries in the 
past, according to statistics presented from 
the St. Louis group was 17 per cent. At all 
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the institutions practicing the Kenny Meth- 
od the recoveries were approximately 80 
per cent. Where the work was strictly car- 
ried out the percentage was still higher. 

It will be readily understood by the evi- 
dence presented in this paper that the con- 
cept of the disease is a new one and, to 
gain the best results, must be recognized as 
such. The symptoms caused by the intro- 
duction of the virus into the nervous system 
are far more complex than those previously 
accepted and treated. My contribution to 
medicine has not been a reformed treat- 
ment but an entirely new concept. I am 
hoping that with further scientific research 
a progressive improvement may be brought 
about. I am happy to say that the research 
instituted since my arrival in the United 
States of America has increased the evi- 
dence to prove my concept correct. 


4). 


THE CHRONICITY OF LEPROSY 


G. H. FAGET, M. D.+ 
Carville, La. 





Howard Fox says that when he was in 
Bergen, Norway, in 1903 he met Dr. Ar- 
mauer Hansen, who seemed proud to show 
him a patient who had suffered from lep- 
rosy for 40 years. He recalled this inci- 
dent later on his visit to the leprosarium in 
Spanish Town, Jamaica, in 1931, when 
he saw three patients who had had lep- 
rosy for 51, 45 and 35 years, respec- 
tively. Through correspondence he recent- 
ly learned that one of them was still alive, 
61 years after the onset of leprosy. 

These notes of Fox' stimulated me to re- 
view the clinical records of the patients at 
the National Leprosarium. I found that 
among 380 present inmates there are five 
with neural type of leprosy who have had 
the disease for 53, 51, 48, 46, and 41 years, 
respectively. Eighteen others, 14 neural and 
four mixed cases, have survived 30 to 40 
years of leprosy, and 32 (19 neural and 13 
mixed cases) have suffered from leprosy 
for 20 to 30 years. Thus a total of 55 pa- 
tients, over 14 per cent of the entire popu- 


+Senior Surgeon U. S. Marine Hospital (Nation- 
al Leprosarium) Carville, La. 
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lation of the National Leprosarium, show a 
chronicity of leprosy of over 20 years’ du- 
ration. Since more than 70 per cent of the 
residents of the National Leprosarium have 
a predominantly lepromatous type of dis- 
ease, the higher incidence of neural cases 
among the long-lived patients becomes more 
significant. 

The table below shows the distribution 
as to type and duration of leprosy in these 
55 patients. 


TABLE 1. 
DISTRIBUTION AS TO TYPE AND DURATION OF 
LEPROSY IN 55 PATIENTS 
Duration 
20 to 30 30 to 40 
Type years years 
Neural 19 14 
Mixed 13 4 


40 to 53 
years 


It is well known that the prognosis of 
lepromatous (nodular) leprosy is much 
worse than that of the neural type. The 
duration of life in lepromatous leprosy, af- 
ter the diagnosis has been established, is 
usually limited to 10 to 12 years. Occa- 
sionally the superimposition of neural le- 
sions in a lepromatous case has a favorable 
influence upon the prognosis and causes the 
nodular lesions to subside. This probably 
accounts for the comparatively long life of 
the cases of mixed leprosy reported in the 
above table. 

In neural leprosy the span of life is not 
necessarily shortened. Indeed it may even 
be prolonged, as noted in the first of the 
six cases of neural leprosy reported here. 
This case seems to substantiate the claim 
that one way to live to an old age is to de- 
velop a chronic illness and nurse it. 


CASE No. 1 


A white man, born in Mexico, has suffered from 
leprosy for 53 years. He entered the United States 
in 1888. Two years later, at the age of 14, the 
diagnosis of leprosy was made and he was admitted 
to the isolation hospital in San Francisco. In 
March 1922 he was transferred to the National 
Leprosarium. 

The first manifestations of leprosy were maculo- 
anesthetic lesions on the forehead and body. Numb- 
ness and swelling of the hands and feet were next 
noted, followed by facial paralysis. Leprosy has 
resulted in total blindness since 1899, a period of 
44 years. 





FaGet—Chronicity of Leprosy 


The patient has outlived his four brothers and 
four sisters, none of whom had leprosy. There is 
little doubt that leprosy has been a means of pro- 
longing his life, since continuous institutional care 
has protected him from the hazards and diseases 
of outside life. 


%. .) ‘, 


At present the disease is definitely arrested, al- 
though it has rendered the patient totally disabled 


for gainful occupation. He is satisfied and con- 
tented with institutional life, taking great interest 
in his surroundings and the music and news he 
hears on the radio. The accompanying photograph 
shows his present condition of blindness, bilateral 
facial paralysis, drop wrists, and clawed hands. 


CASE No. 2 
A white man, born in 1880, recalls that as a boy 
At the age 
in the head with a brick 
and at the age of 12 cut his left foot on a broken 
bottle without feeling any pain. He states that 
his family physician explained these painless in- 
juries to his parents by telling them that he was 
born with abnormally twisted nerves. He remem- 
bers that from early youth his hands and feet felt 
numb. As he grew older his fingers began to 


he sustained several painless injuries. 


of five he was struck 


contract. 

It was not until 1919 that Dr. Dyer saw him 
and made a diagnosis of leprosy and had him ad- 
mitted to the Louisiana Leper Home. At that 
time he was weak and run down and had ulcers of 
the feet. Six months later, when he had regained 
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his strength and the ulcers had healed, he ab- 
sconded. 

For 19 years he was able to earn a living and 
traveled into several States. Finally, in California, 
he sought treatment at the Los Angeles County 
Hospital for painless burns of the feet. The diag- 
nosis of leprosy was again confirmed and he was 
returned to the National Leprosarium. 

At present there is anesthesia of the scalp, face, 
all four extremities, and some parts of the body. 
Neurotropic bone absorption has resulted in short- 
ening of the feet, and there is a large tropic ulcer 
of the left foot. The hands are atropic and clawed, 
with shortened fingers. Extensive facial paralysis 
has occurred. Even if it is considered that the 
manifestations of neural leprosy were not estab- 
lished until the age of 12 years, he has had the 
disease for 51 years. If the age of five is regarded 
as the time of onset, leprosy has persisted for 58 
years. The disease is still active, and bacteriologic 
smears positive for M. leprae. 


CASE No. 3 


A white seaman was first admitted to the Lou- 
isiana Leper Home in 1895, at the age of 38 years, 
but remained there only four months. His next 
admission was in March 1906, at which time a his- 
tory was obtained dating the onset of the disease 
to an inflammation and numbness of the big toe 
12 years previously. This was followed by muscu- 
lar atrophy of the feet and hands. 

The disease, remaining neural in type, has now 
been present for 48 years. It has resulted in ex- 
tensive anesthesia of the limbs, clawing of the 
hands, bone absorption of the feet with drop feet, 
and a facial paralysis. The last positive bacter- 
iologic smears for M. leprae were reported in 1926. 

CASE No. 4 


A white woman, 64 years of age, was first ad- 
mitted to the National Leprosarium in 1927. She 
stated that she noted circinate macules on the face, 
right knee, and back at the age of 18 years. 

The progress of the disease has been slow, and 
it was not until she was 30 years old that she be- 
came aware of a loss of sensation in the hands 
and feet. Since then she has had repeated attacks 
of ulnar neuritis. Gradually her fingers began 
to contract and a troublesome callous plantar ulcer 
developed in her left foot. After 10 years of hos- 
pital treatment the ulcer healed and she was dis- 
charged as an arrested case. 

The following year she was readmitted volun- 
tarily for a reactivation of the disease and a re- 
currence of the perforating ulcer of the left foot. 
Since skin smears are still positive for M. leprae, 
neural leprosy has been periodically active for 46 
years. 

CASE No. 5 


A white woman, 49 years of age, was first ad- 
mitted to the Louisiana Leper Home in 1904 at 
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the age of 14 years. The onset of leprosy occurred 
two years earlier in the form of macules on the 
chest, abdomen, arms, thighs and legs. Later anes- 
thesia of the hands and feet was noted, then a 
gradual flexion contraction of the fingers. 

At present there has developed complete absorp- 
tion of the fingers of both hands, partial absorp- 
tion of the toes with clubbing of the feet, a tropic 
uleer of the right foot and complete anesthesia 
of all limbs and the greater part of the body. The 
last positive bacteriologic examination was _ re- 
corded in 1926. This patient has suffered from 
the neural type of leprosy for at least 41 years. 

As further evidence of the chronicity of 
leprosy, it is interesting to report an addi- 
tional case of neural leprosy of 28 years’ 
duration prior to admission to the National 
Leprosarium. 

CASE No. 6 

A white woman, 48 years of age, states that she 
first noticed the appearance of circinate macules 
on the face and chest when she was 20 years old. 
At the time she consulted a physician, who made 
a diagnosis of leprosy and advised her to go to the 
Louisiana Leper Home for treatment. Instead of 
following his advice, the patient preferred to re- 
main at home and treat herself. This she contin- 
ued to do while the disease became gradually more 
advanced. Finally, when an acute cellulitis of the 
feet set in, with which she was unable to cope, 
she applied for admission to the National Lepro- 
sarium. 

The entrance examination showed an advanced 
mutilating form of neural leprosy with anesthesia, 
much bone absorption of the hands and feet, in- 
fected tropic ulcers of the feet and partial facial 
paralysis. 

SUMMARY 


1. A report of 55 patients with leprosy 
who have survived the disease over 20 
years, comprising 14 per cent of the pres- 
ent population of the National Lepro- 
sarium, well demonstrates the chronicity 
of leprosy. 

2. This chronicity is more characteris- 
tic of the neural type of the disease, which 
accounts for 38 of the 55 cases, although 
neural leprosy affects less than 30 per cent 
of the total number of patients at the Car- 
ville leprosarium. 

3. The five cases with the longest chron- 
icity, varying from 41 to 53 years’ dura- 
tien, are all of the neural type. 
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AMERICAN CONTRIBUTIONS 
TO NEUROSURGERY* 


CHARLES WILSON, M. D. 
NEW ORLEANS 


“Surgery of the brain is the outgrowth 
of three discoveries of the nineteenth cen- 
tury: anesthesia (1846), asepsis (1865), 
and cerebral localization. Without asepsis 
(or antisepsis) surgery of the brain would 
never be possible. With asepsis and with- 
out cerebral localization, it could be of but 
little value. With both asepsis and cerebral 
localization and without anesthesia, it 
would be possible but greatly limited.” 
(Dandy). 


Cerebral localization had its inception 
in 1861 when Proca made his brilliant con- 
clusions from careful observations of a pa- 
tient with aphasia in whom a tumor in the 
area now known by his name was found 
at autopsy. “In 1870, Fritsch and Hitzig 
applied an electric current to isolated points 
on the exposed brain of a dog and observed 
focal responses in the contra-lateral ex- 
tremities. This observation was destined 
to revolutionize the methods of investiga- 
tion and knowledge of cerebral functions.” 
The work appeared at a time when a heated 
controversy existed between the leading 
physiologists of the day over cerebral 
localization. Goltz had demonstrated that 
his decerebrate dogs could wink, swallow, 
and walk, in the entire absence of the cere- 
bral cortex, and Claude Bernard had ob- 
served both ipsilateral and contralateral 
signs referable to tumors in only one cere- 
bral hemisphere. Bernard felt that cortical 
control was a function of the whole brain 
and not of any one of its parts. It is rather 
surprising that so able a physiologist as he 
was did not test the theory of cerebral lo- 
calization by the simple means of electrical 
cortical stimulation. There had accumu- 
lated some evidence of the contralaterality 
of cortical control before the work of Broca 
and of Fritsch and Hitzig. Mistechelli 
(1709) and Petit (1710) had independently 


*Presented before the History of Medicine So- 
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described the decussation of the pyramidal 
tracts in the medulla, and Pierre Marchet- 
tis (1666) is said to have cured a case of 
contralateral hemiplegia by removing a de- 
pressed fragment of the skull. Cruveilhier, 
in 1829, suspected a right frontal lobe tu- 
mor in a patient showing frontal headache, 
feebleness of the mind, slow speech, and 
weakness of the left leg. The patient was 
demonstrated to the students. At autopsy; 
a right frontal dural endothelioma was 
found, thus proving the diagnosis. In 1873, 
Ferrier, who was then working obscurely 
in the West Riding Lunatic Asylum, pub- 
lished an epoch making paper, describing 
in detail constant focal response in the con- 
tralateral extremities obtained by stimu- 
lating fixed and well mapped points in the 
motor areas of dogs, cats, rabbits, and 
other animals . . . “So carefully were his 
experiments performed that their correct- 
ness has since been repeatedly confirmed, 
and Ferrier’s then revolutionary thesis re- 
mains unchallenged.” At the Physiological 
Section of the International Congress of 
Medicine in London, 1881, Ferrier demon- 
strated a monkey made hemiplegic by re- 
moval of the cerebral cortex on the con- 
tralateral side of the brain. As the monkey 
limped on the stage Charcot gasped, “It is 
a patient.” 

Bartholow of Cincinnati was the first to 
demonstrate the response to stimulation of 
the human cortex (1874). His patient had 
a carcinoma of the scalp which had de- 
stroyed the parietal bone. Bartholow punc- 
tured the dura with his electrodes and 
stimulated the pre-Rolandic area, produc- 
ing contralateral local and spreading mus- 
cular contractions and even convulsions. 
He thus confirmed the earlier observations 
of Hughlings Jackson who described the 
focal seizures in the epilepsy that bears his 
name. During the next 30 years, some 74 
cases of cortical stimulation in the exposed 
human brain were reported. In 1902-03, 
Charles Sherrigton mapped out the areas 
of motor localization in the great anthro- 
poid apes. It is interesting that subsequent 
maps of the human brain showed a certain 
area of cortical control which is not really 


141 


present as described, and reflected the in- 
fluence of Sherrigton and his ape brains. 
Several of these 74 cortical stimulations 
elicited leg movements from stimulation of 
the upper part of the motor area on the 
convex surface of the cerebral hemisphere, 
but it is evident now that in such cases too 
strong a current was used or a tumor was 
present which distorted the leg control 
area, for this area, contrary to even re- 
cent neuroanatomic teaching, lies on the 
medial surface of the cerebral hemisphere, 
down deep in the great longitudinal fis- 
sure. Scarff, utilizing rather amazing ex- 
posures of the cerebral cortex and invad- 
ing the dangerous median longitudinal 
area where hemorrhage from the superior 
saggital sinus and its tributaries is the fear- 
ful outcome of a slight misstep, has out- 
lined this previously mis-described area 
(1940). 

Following the discovery of the motor 
area of the cortex, the sensory, auditory, 
visual, word-imagery, and olfactory areas 
were described in rather rapid succession. 
Even today, however, for all our knowl- 
edge of areas of cortical control, only about 
80-85 per cent of intracranial tumors can 
be correctly localized from the neurologic 
signs and clinical symptoms alone. The re- 
mainder require the application of special 
procedures, such as Dandy’s ventriculo- 
graphy, olfactory tests, ophthalmologic stu- 
dies, and psychometric tests. 

Surgery grew out of its infancy into 
adulthood when a bacteriologist showed 
that suppuration was caused by micro- 
organisms and that microorganisms could 
be killed and infection obviated. On Au- 
gust 12, 1865, Lord Joseph Lister used a 
phenol spray to disinfect the air of his op- 
erating room, to sterilize hands and instru- 
ments, and to saturate the wound. The 
wound of the patient healed by first inten- 
tion, without “laudable pus’’, without fever, 
and more quickly than before. Thus was 
antiseptic surgery born, and from it gradu- 
ally evolved the modern principles of asep- 
sis. It now became possible to enter any 
of the body cavities, without fear that 
death was almost certain. 
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The first operation for the removal of 
a cerebral tumor which was diagnosed by 
neurologic methods was in 1884, when the 
surgeon Rickman Godlee, on the advice of 
the neurologist Hughs Bennett, opened the 
skull of a young man and extirpated a tu- 
mor, a subcortical glioma. This unheard 
of feat attracted a great deal of attention. 
The Lancet, (December 1884:1090) bore a 
report of the operation even before God- 
lee and Bennett were ready to publish. 
This note, entitled “Excision of a Tumor 
from the Brain”, makes interesting read- 


ing: 


Excision of a Tumour from the Brain (Under 
care of Dr. H. Bennett and Mr. R. J. Godlee). The 
Lancet, December 2: 1090. (Hospital for Epilepsy 
and Paralysis, Regent’s Park.) 

During the last few weeks several notices have 
appeared in various medical papers concerning a 
man at present in the above hospital; from whose 
train a tumour has been successfully removed. 
This operation, performed we believe, for the first 
time in the history of medicine, has attracted 
much notice amongst the profession, and numerous 
inquiries have been made as to the truth of the 
reports. Pending the termination of the case, and 
the more complete and scientific account of it 
which Dr. Bennett and Mr. Godlee will doubtless 
subsequently publish, we are in a position to fur- 
nish our readers with the following brief narra- 
tive of facts. 

Young man, aged 25. C. C. 
arm. 


Paralysis of left 


Four years ago, blow on head with timber (left 
side; slight effect). 

Three years ago, slight twitching on left side 
of face and tongue. 

Fit, beginning in left face, extending down, end- 
ing in convulsion and coma. These occurred about 
once a month for the next two and a half years. 

£ix months ago, twitching of left arm and 
hand. Weakness. 

Three months ago, twitching of left leg. Weak- 
ness. Violent headaches. 

P. E. Double optic neuritis. 

These briefly stated are the chief symptoms 
which this patient presented. Combined with a 
general consideration of the facts of the case they 
led Dr. Bennett to arrive at the following conclu- 
sions. First, that there was a tumour in the brain; 
secondly that this growth involved the cortical sub- 
stance; thirdly, that it was probably of limited 
size, as it had destroyed the centres presiding over 
the hand, and only caused irritation without para- 
lysis of the centres of the leg, face, and eyelids 
which surround it; and fourthly, that it was situ- 


ated in the neighbourhood of the upper third of the 
fissure of Rolando. 

Accordingly, on November twenty-fifth, Mr. 
Godlee trephined the skull, and removed a triangu- 
lar piece of bone over the region corresponding 
with the upper part of the fissue of Rolando. The 
surgical details need not be entered upon. It is at 
present sufficient to say that even after the bone 
was removed, the dura mater slit up, and the 
cortex of the brain exposed, no tumor was visible. 
The ascending frontal convolution, however, 
seemed to be somewhat distended. An _ incision 
about an inch long was made into the grey mat- 
ter in the direction of the blood vessels, and a 
quarter of an inch below the surface a morbid 
growth was found. This was carefully removed 
and proved to be a hard glioma about the size 
of a walnut . . . The hemorrhage was arrested by 
the galvano-cautery and the wound brought to- 
gether by suture. 

(In Lancet, 1885, 1:13 and 891, it is reported 
that the man died a month later of infection at 
the site of the wound, following in the wake of 
a mild fungus cerebri.) 

At the presentation of the paper, Ferrier 
reported an intracranial operation by Lis- 
ter. The latter had trephined over the right 
frontal region in a patient with increased 
intracranial pressure and suspected of hav- 
ing a right frontal lobe tumor. On opening 
the skull the brain protruded markedly at 
an alarming rate. Lister introduced a fin- 
ger into the mass and entered the dilated 
right ventricle, allowing a considerable 
amount of cerebrospinal fluid to escape. 
This was followed by a reduction in the 
cerebral hernia. Although there was im- 
mediate postoperative relief, and perfect 
wound healing, the patient died in eight 
days, and it was discovered at autopsy that 
Lister’s finger had missed feeling the tu- 
mor by half an inch. 


Also present at the above meeting were 
MacEwen and Victor Horsley, both destined 
to be pioneers in the field of neuro-surgery. 
MacEwen, in 1876, had diagnosed a frontal 
lobe abscess in a patient and proposed op- 
eration. The family of the patient refused. 
At postmortem, MacEwen performed his 
proposed operation and substantiated his 
diagnosis and showed the validity of his 
proposed procedure. Horsley had already 
done a considerable amount of work on the 
monkey at the time of the report. 
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Following Godlee’s and Bennett’s report, 
surgeons became bolder in attacking intra- 
cranial tumors. The next year (1885), 
Francesco Durante reported another oper- 
ative attempt; in 1886, Horsley reported 
ten intracranial operations; and two years 
later, MacEwen startled his audience by 
reporting 21 operations of the brain with 
18 recoveries. W. W. Keen, of Philadelphia, 
the pioneer American neurosurgeon, re- 
ported the successful removal of a menin- 
gioma in 1888. This patient was well 30 
years later. Three years later (1891), 
Keen reported five additional cerebral op- 
erations. R. F. Weir (1887) reported the 
unsuccessful attempt at removal of a brain 
tumor; the Rolandic area of the brain was 
explored at operation, although the tumor 
proved at autopsy to be located in the cere- 
bellum. 

Ernest von Bergmann, in 1898, reported 
on the results of 273 collected cases, with 
only a 38 per cent survival. His pessimistic 
report marked the end of a wave of enthu- 
siasm over cerebral surgery. In the hands of 
such men as Krause, Horsley, MacEwen, 
and Keen, many advances were made, but 
as the end results of operations for cere- 
bral tumors were viewed critically, it was 
apparent that brain surgery had little to 
offer most patients. Even Horsley, a born 
optimist, had failed to convince his neuo- 
logic colleagues, who turned their tumor 
cases over to him reluctantly and only as a 
last resort. 

The whole subject lay under a shadow. 
Fewer operations were being performed 
and even these were frequently unsatisfac- 
tory. No one thought of limiting his en- 
deavors to cerebral surgery, and even Hors- 
ley was getting busy with other duties of 
a general practice. In the medical and sur- 
gical records of Johns Hopkins Hospital 
up until the beginning of 1901, the diagno- 
sis of brain tumor was made only 32 times 
in about 36,000 patients admitted during 
the previous decade. Thirteen of these were 
transferred to the surgical wards and of 
these only two were operated on, both un- 
successfully; in eight, the tumor was dis- 
closed at autopsy without previous opera- 
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tion; and in the other three cases the pre- 
sumed diagnosis was never verified. 

Then came the genius of Cushing—and 
the dawn of neurosurgery as we know it 
today. Harvey Cushing was serving as in- 
tern at Massachusetts General Hospital in 
the middle 1890’s when the heavy clouds 
of pessimism were settling over surgery of 
the central nervous system. It was in his 
internship that he showed the first real 
signs (in Harvard he had been a mediocre 
student) of the qualities of the leadership 
he was to assume. His clinical notes, case 
histories, and records bore a stamp of orig- 
inality and were graphically illustrated by 
numerous free hand drawings of the clin- 
ical findings and operations. They were 
characterized by artistry and exacting care 
in preparation. The young doctor was one 
of the first to use the crude x-ray machines 
then in existence—a machine that required 
the operator to crank it vigorously in order 
to produce the required current. His care- 
ful recording of the changes in blood pres- 
sure, pulse, and respiration during general 
anesthesia was a precursor to the modern 
anesthetist’s chart. 

In 1896 Cushing took a residency at 
Johns Hopkins Hospital under William 
Stewart Halsted where he remained until 
1900. Coming under Halsted’s influence for 
the first time, Cushing was introduced to 
a new type of surgery: absolute hemosta- 
sis, painstaking care in the handling of 
tissue, slow deliberate surgery which held 
time to be of secondary importance to care. 
Initial misgivings gave way to enthusiastic 
support, and Cushing became one of the 
most ardent advocates of careful, pains- 
taking surgery—certainly an essential tech- 
nic for intracranial operations. 

In 1900, Cushing went to Europe for 
further study. He first visited Victor Hors- 
ley in England, but was disappointed in 
finding that the great Horsley had lost 
much of his interest in cerebral surgery 
and was turning away to the absorptions 
of general practice. Leaving England, 
Cushing went to work in Kronecker’s Lab- 
oratory in Berne, Switzerland. Finding 
him interested in cerebral physiology, 
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Kocher put him to work on intracranial 
pressure experiments: valuable training 
with far-reaching effects on the young en- 
thusiast. Regarding his sojourn in Europe, 
he remarked that he worked “undistracted 
by the responsibilities of patients, with no 
thought awake or asleep, beyond the single 
problem at hand.” Early evidence this, of 
that power of concentration which was 
among his greatest faculties. Following his 
stay in Berne, he visited Mosso’s laboratory 
in Italy (Turin) ; and he worked for four 
months in Sherrigton’s laboratory, at Liv- 
erpool, on problems related to the motor 
cortex of anthropoid apes. 

Returning to Johns Hopkins he once 
more joined Halsted’s staff and startled 
his chief by announcing his intention of de- 
voting himself exclusively to surgery of the 
central nervous system. In addition to the 
“fact” that neurosurgery offered little to 
the unfortunate patient, it was thought 
that there were not enough patients in this 
category to justify anyone’s exclusive de- 
votion to this field. 

“As an interne he had seen the inade- 
quacy and hopelessness of operations on 
the brain as carried out at that time—a 
small trephine opening at a point on the 
patient’s skull indicated by the neurologist 
—and of course no lesion found.” 

Cushing early grasped the fact that if 
anything was to come of neurosurgery, it 
must come from men who had a grasp of 
both neurology and the technics of surgery. 
As he himself said: “Whatever his special- 
ty may happen to be, it is only when a 
surgeon is shouldered with the responsi- 
bility of acting largely on his own diag- 
nosis that he will be impelled seriously to 
study his own cases before they come to 
the operating table and will be inclined to 
follow the results of his procedures to the 
end to see wherein his mistakes can be 
rectified on subsequent occasions.” 

Starting with only a few patients marked 
as “possible neurosurgical candidates” and 
with but a few beds in the Neurology Ward, 
Cushing set about devoting himself to 
problems of birth paralysis, epilepsy, hy- 
drocephalus and the like. Of brain tumors 
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there were but few; from 1901 to 1913 he 
had but 194 verified tumors. 

Cushing records his first case of intra- 
cranial tumor as follows: 


A well nourished but undersized and sexually 
undeveloped girl 16 years of age was admitted to 
Dr. Osler’s service at the Johns Hopkins Hospital 
on December 12, 1901, with the complaint of head- 
aches and failing vision. She had a peculiar waxy 
appearance of the skin which suggested nephritis, 
and though the urine of low specific gravity was 
considerably increased in amount, no renal ele- 
ments were ever found. The optic nerves were 
said to show atrophy with superimposed oedema; 
and constriction of the visual fields, though not 
plotted, was apparent on rough tests. 

On February 21, March 7 and March 17, 1902, 
under the encouragement of my then neurological 
colleague, the late H. M. Thomas, three exploratory 
operations were performed. They served merely to 
disclose an internal hydrocephalus. The patient 
became increasingly stuporous, developed quadri- 
pedal rigidities, and finally died on May 1, of in- 
anition with a terminal pneumonia. There was 
found at autopsy a tumor of the interpeduncular 
region which was diagnosed by Dr. Welch as a 
teratoma arising from an anlage of the pituitary 
body. 

The postmortem disclosure of this wholly un- 
suspected and apparently inoperable tumor was 
highly disconcerting and made on me a deep im- 
pression. Interest was further aroused by Froh- 
lich’s description in the same year of a pituitary 
tumor associated with what was called adiposogen- 
ital dsytrophy rather than the acromegalic changes 
supposedly produced by a tumor in this situation. 
This coincidence was what incited my long-time 
interest in pituitary disorders. 

By 1908, Cushing had become a leader 
in his field. Using Esmarch’s bandage to 
control scalp bleeding, Obalinski Gigli’s 
flexible saw (originally designed for pubio- 
tomy) to cut between openings made by 
Doyen’s burrs, Horsley’s bone wax (1908) 
to control bleeding from the diploé, and a 
modification (Bovie) of the “Potzi” ful- 
guration unit to control hemorrhage from 
small vessels in the brain, he constantly 
sought to improve his technic, diagnoses, 
and operative results. 


While other men reported operations 


which were frustrated by hemorrhage, 
Cushing assiduously set about conquering 
this dangerous annoyance. He was one of 
the first to adopt Horsley’s bone wax and 
to see its simple splendor. Krause, in a 
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three volume monograph published in 
(1909), mentions Horsley’s wax, stating he 
had never used it, and describing compli- 
cated, time-consuming and futile methods 
of controlling bleeding from the diploé and 
venous sinuses of the skull. Cushing also 
was the first to abandon the complicated 
methods (bandages, tourniquets, flap 
clamps and so on) of controlling scalp 
bleeding, and perfected the method now 
in use, of digital compression and clamping 
the galea. In 1911, he reported the use of 
the silver clips which now bear his name. 
He reported the improvements in hemosta- 
sis and comments: “The successful con- 
summation of any critical operation often 
depends on seeming trifles. It is, however, 
the scrupulous observance of surgical 
minutiae that makes possible the safe con- 
duct of major intracranial performance— 
performances which a few years ago were 
attended in most cases by a veritable dance 
macabre.” 

With perfection in his technics for con- 
trolling hemorrhage, Cushing found he was 
able to go deeper, search further, extirpate 
more widely, and conduct the performances 
more safely than had ever been attempted 
before. 

Not all tumors can be removed surgi- 
cally. But small growing tumors some- 
times result in early blindness. Here, Cush- 
ing’s palliative subtemporal decompression 
(1905) prolonged the lives and spared for 
months or even years the eyesight of hun- 
dreds of victims of inoperable tumor of the 
brain. Earlier attempts had resulted in the 
horrible “fungus cerebri’ which was the 
spectre confronting the surgeon and pa- 
tient in misguided attempts to relieve the 
ever increasing pressure within the cranial 
cavity. 

In 1912, Cushing published his classic 
“Pituitary Body and Its Disorders.” This 
was but a marker in his life-long interest 
in the pituitary gland, an interest born of 
his first neurosurgical case. He perfected 
methods of diagnosis to a fine point and in 
his verified tumor series, pituitary tumors 
stood second in frequency (17.8 per cent) 
of intracranial neoplasms. He described the 
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syndrome associated with pituitary baso- 
philism—‘“Cushing’s syndrome.” 

Cushing was more than an investigator 
and clinician—he was a superb teacher. 
When he became an assistant in surgery 
under Halsted he was also given a teach- 
ing assignment in Johns Hopkins. One of 
his courses, that of experimental surgery, 
was the most outstanding course in the 
Junior and Senior classes, though it was 
purely elective. But in addition to teach- 
ing undergraduates, he organized and di- 
rected the new department of neurosurg- 
ery. And a hard task master he was. “Eyes 
on the ball!” jerked many a wandering 
mind back on the “qui vive.”” He personally 
directed preoperative study, the history, 
physical examination, and x-ray studies of 
patients before operation. “The operation 
itself was both an artistic and a technical 
masterpiece. No pains were too great to 
make the procedure perfect . . . Time was 
no element: three to five hours at the op- 
erating table were usual for major pro- 
cedures, whereas in unusually difficult op- 
erations, seven to eight hours might be con- 
sumed!” Post-operative care was no less 
intensive and thorough. “It was this un- 
ending care and ceaseless work it entailed 
which seemed hard to his pupils, since they 
shared the work, and much was expected 
of them...” 

“And what did all these pains accom- 
plish? It reduced the mortality for opera- 
tions on the central nervous system to the 
lowest figure in history and gave to the 
patients who came under Dr. Cushing’s 
care a better chance of being cured or re- 
lieved for a longer period of time than they 
would have had in any other hands. It not 
only established modern neurosurgery by 
carrying this surgical specialty far beyond 
the pioneer efforts of Sir Victor Horsley, 
but it inaugurated a school of neurosurgery 
which carried the teachings of the master 
to the ends of the world.” (Horrax). 

A mere list of the names of Cushing’s 
pupils is sufficient to inspire respect, for 
nearly every one has created a name for 
himself, and many occupy important posi- 
tions in neurosurgery today. Dandy, Fra- 
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zier, Horrax, Penfield, Sachs, and Rand are 
names which merely begin the long list. 

Walter Dandy, like Cushing and most 
other neurosurgeons, began by working on 
problems such as birth paralyses, epilepsy, 
and hydrocephalus. From the latter inves- 
tigation came one of the most important 
developments of the century in methods 
of localization. Dandy and _ Blackfan 
(1913), working under Cushing, proved for 
all time the important site of formation of 
cerebrospinal fluid and its circulation 
through the ventricles, foramina, and aque- 
duct of the brain. It is safe to say that 
without this vital information, neurosurg- 
ery would still be 20 years behind its pres- 
ent development. Continuing his investiga- 
tions in the “third circulation’, Dandy de- 
veloped and perfected the method of pneu- 
moencephalography, almost a sine qua non 
in the exact localization of cerebral tumors. 
Although the discovery, a by-product of a 
series of studies on experimentally induced 
hydrocephalus, was largely accidental, 
much credit goes to Dandy for immedi- 
ately grasping the clinical possibilities, and 
for his courage in perfecting the dangerous 
technic to the point where today it is a 
relatively harmless procedure. Many other 
advances have sprung from Dandy’s hand: 
cauterization of the choroid plexus in hy- 
drocephalus, cannulation of the cerebral 
aqueduct, important contributions to path- 
ology and diagnosis of cerebral neoplasms, 
are but a few from many. 

Percival Bailey worked with Cushing on 
the difficult problem of classifying cerebral 
neoplasms. Their work on classification, 
though since challenged, remains the best 
available today (“A Classification of Glio- 
mata,”’ 1925). Bailey was with Cushing 
from 1919 to 1928. In 1922, Railey was 
made head of a pathology department de- 
voted exclusively to the study of intracranial 
tumors. Bailey’s “Intracranial Tumors” 
(1933) was published after he left Cushing: 
his place was taken in 1928 by Eisenhardt, 
who later became Director of the Cushing 
Brain Tumor Registry at Yale (1933). 
Eisenhardt devised many important meth- 
ods of study and differentiation of patho- 
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logic tissue, and it was through her that 
Cushing was able to collect and publish his 
classic “Intracranial Tumors” (1932) which 
was a collection and analysis of 1000 veri- 
fied tumors of the brain, with case histories 
and “follow-ups.” 

The New York school of neurosurgery 
deserves mention. Some of the earliest 
operations in this country were performed 
by Arpad Gerster at Mount Sinai. In 1892, 
Frank Hartley independently described the 
operation for the intracranial exposure of 
the Gasserian ganglion, which was also de- 
scribed by Fedor Krause. In 1903, Robert 
Abbe, surgeon to St. Luke’s Hospital, gave 
an account of the operation of “‘neurectomy” 
of the intracranial branches of the trigemi- 
nal nerve. The operation developed by 
Hartley and Krause was used for the relief 
of the painful affliction known as “tic 
douloureux”’. 

C. A. Elsberg in New York has been the 
outstanding figure in diseases of the spinal 
cord. In diagnosis, pathology, and treat- 
ment his book is the authoritative source. 
He is perhaps to surgery of the spinal cord 
what Cushing was to surgery of the brain. 
In New York too are A. S. Taylor who de- 
veloped the technic of the operation for 
birth paralysis of the brachial plexus and 
described (independently of Alessandri and 
Bonome of Italy) the operation of hemila- 
minectomy, so widely used today in the ap- 
proach to ruptured nucleus pulposus; 
(Horsley in 1887 perforated a laminectomy 
for a cord tumor) Byron Stookey who has 
made notable contributions to surgery of the 


‘trigeminal nerve; Scharff, already menr- 


tioned, and others. 

To C. H. Frazier goes credit for describ- 
ing the most popular operation today for 
trigeminal neuralgia—intracranial section 
of the posterior root, sparing the motor root 
and surgically differentiating the three di- 
visions of the nerve. (Olaf Sjovist in 1938 
presented nine cases of trigeminal neuralgia 
(“tic douloureux”) in whom “intra-medul- 
lary tractotomy” had been done. This work 
has been extended and improved by F. C. 
Grant of Philadelphia, who in 1941 reported 
19 cases so treated.) 
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The list grows long and perhaps not too 
much is to be gained by extending it. Let 
us note, in passing, that the United States 
had dominated the development of neuro- 
surgery almost until the present time. Un- 
til recently it was a specialty only in the 
United States. In Great Britain, in spite 
of the influence of Horsley and the Hospital 
for the Paralyzed and Epileptic in London, 
neurosurgery was not a specialty for many 
years. Percy Sargent, who succeeded Hors- 
ley at Queen’s Square in London, told Els- 
berg that he did not believe there were 
enough cases to justify a separate service. 
In France, the lamented DeMartel (who in- 
cidentally was the first to use local anes- 
thesia) although a skilled operator on the 
brain and cord, remained a general surgeon 
to his death (by suicide, the day the Ger- 
mans took Paris.) 


In Germany, although Krause made a 
brilliant start, neurosurgery as a specialty 
did not “take hold” until recent years. 


Since Cushing’s death (coronary occlu- 
sion) in 1939, his brain child has continued 
to grow with vigor and enthusiasm in many 
parts of the world. His prediction for spe- 
cialization within the “specialty” has been 
amply confirmed. Much has been accom- 
plished but as much more remains to be 
done. 
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UNDULANT FEVER 
ITS EPIDEMIOLOGY AND DIAGNOSIS 





P. K. THOMAS, M.D. 
Tupelo, Miss. 

Undulant fever is a disease that is uni- 
versal in its distribution and in every port 
of the world it is known by a different 
name. A few of these synonyms are: dust 
fever; brucellosis; Malta fever; Mediter- 
ranean fever; goat fever; contagious or in- 
fectious abortion of cattle; Texas fever; Rio 
Grande fever. 

By definition, Cecil’s textbook says: ‘‘Un- 
dulant fever is an acute and chronic dis- 
ease of varied duration with protean mani- 
festations, characterized by fever, weak- 
ness, sweating, and aches caused by a gen- 
eral infection with a member of the abortus 
group micro-organisms” and in Musser it 
says that it “has an insidious onset, with a 
prolonged remittent or undulating type of 
fever, loss of weight, anemia, splenomegaly, 
a low mortality rate and a prolonged con- 
valescence.”’ 

Brucellosis itself is no new disease, al- 
though within the last 15 years it has gained 
a place of great importance, with a great 
number of new cases being reported each 
year which is probably due to more spe- 
cific and accurate diagnostic laboratory pro- 


‘cedures. Spanning the pages of medical his- 


tory we find descriptions of “fevers of un- 
known origin” as far back as Hippocrates’ 
day, that could easily fit the clinical picture 
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of many cases of the chronic brucellosis that 
is seen today. 
ETIOLOGY 

Cleghorn, in 1751, gave an accurate de- 
scription of acute brucellosis, including the 
autopsy findings. Burnett in 1810, Hennen 
in 1816, Heastie in 1830, and Davy in 1842, 
were among the first contributors to estab- 
lish the true antiquity of the disease. Bur- 
nett, in 1814, wrote a description of “Bilious 
Remittent Fever” of the Mediterranean, dif- 
ferentiating it from malaria because the 
former did not respond to “bark infusions.” 

It was during the Crimean War that the 
disease first attracted great attention, and 
Marston, who suffered from the fever him- 
self, gave great study to the infection, dif- 
ferentiating it as a separate and distinct 
clinical entity from typhoid in 1863. 

Bruce, in 1886, isolated a coccoid organ- 
ism from the spleen of patients dying with 
brucellosis and by culturing the organism 
produced the disease in monkeys from his 
cultures. Also by injecting the blood of liv- 


{ing infected patients into monkeys he also 
produced the disease in the animals. Bruce 


called this 
‘tensis. 

In 1897 the contagious abortion in cattle 
was found to be due to an organism named 
Bacillus abortus by Bang of Denmark. It 
was not until 1917, however, that Evans 
showed by cultural methods that the Bacil- 
lus abortus of Bang and the micrococcus 
melitensis of Bruce were the same morpho- 
logically, biochemically and antigenetically. 

Musser and Sailer, in 1899, described the 
first cases in this country in men returning 
from the tropics. In 1904, Craig described 
the disease in soldiers returning from the 
Philippines. Also he described the first case 
occurring in this country in a patient, a 
nurse, who had never been out of the United 
States or been in contact with ‘Malta fever” 
patients. At this time he suggested that the 
“typhoid like” cases in this country were 
probably due to brucellosis and from that 
time.on an increasing number of cases have 
been reported. 

Gentry and Ferenbaugh, in 1911, report- 
ed a few cases in the goat raising areas of 


organism micrococcus meli- 


Texas, New Mexico, and Arizona, while in 
1922 Lake and Watkins described an epi- 
demic in Phoenix, Arizona, traced to in- 
fected goat’s milk. 

In 1924, Kiefer reported the first case 
due to the bacillus abortus of cattle, and in 
1927 Carpenter isolated an organism indis- 
tinguishable from B. abortus in five cases 
diagnosed clinically as brucellosis. Carpen- 
ter cultured these organisms and injected 
the cultured micro-organisms into five preg- 
nant heifers which promptly aborted. Prior 
to 1927 brucellosis was considered a medi- 
cal curiosity appearing only in endemic in- 
fections in goat raising areas, such as Texas, 
New Mexico, Arizona; but with Carpen- 
ter’s experiment one can easily see how the 
eyes of physicians over the entire world 
were opened to a possible diagnosis of “un- 
explained fevers.” 


EPIDEMIOLOGY 

The cause of undulant fever is the Bru- 
cella organism. This is a non-motile, gram- 
negative, pleomorphic organism, sometimes 
coccoid in character and again appearing as 
bacillus. It grows slowly on first isolation 
culture and requires special media. The or- 
ganism does not ferment sugar and is very 
resistant to drying. 

There are three strains of the organism: 
bovine, porcine, coprine; Brucella abortus, 
suis, and melitensis. Brucella abortus is in- 
fectious to cows, producing contagious abor- 
tion in cattle. It is also infective for sheep, 
goats, horses, dogs, rats, cats, guinea pigs, 
chickens and other fowl. There is hardly 
ever any acute symptoms seen in cattle un- 
less a metritis or mastitis occurs. The blood 
may or may not be positive for aggluti- 
nation. 

Brucella melitensis produces an acute in- 
fection in goats and sheep, later passing into 
a chronic type of infection which may be 
detected by blood agglutination, culture or 
intradermal skin test reactions. If cows are 
infected with Brucella melitensis they do 
not abort but the organism may be passed 
out in the milk. 

Brucella suis is infectious for pigs some- 
times producing abortion in these animals. 
The American suis strain may infect cows 


~— ew wt ewe 45 45 ASO = OF 





THOMAS—Undulant Fever 


and when it does it is passed out in the milk. 
Other animals, such as horses, dogs, and 
fowl, are less often infected. 

Brucella abortus is the primitive strain of 
the Brucellae organisms, the other strains 
having been developed through host adap- 
tation. 

There are then three important sources 
of infection from cows, goats and pigs. As 
these animals are domesticated in all parts 
of the world, it is easily conceivable that 
brucellosis is a universally known and diag- 
nosed clinical entity. 

There are four commonly known methods 
of the passage of the Brucella organisms to 
human beings. These are: (1) The ingestion 
of raw milk or dairy products, such as but- 
ter and cheese made from unpasteurized in- 
fected milk; (2) the handling of infected 
material; (3) the ingestion of contaminated 
uncooked foods; (4) contact with humans 
who have the disease. 

Number three and four of the above may 
be discarded promptly, for even though 
meat is infected present day standards and 
government regulation inspection of meat 
and meat packing plants tend to prevent 
any kind of contaminated meat from reach- 
ing the consumers. Too, as people learn 
more and more the dangers of eating raw 
meat, there will be a lowered incidence of 
brucellosis. 

There has never been a proved case of 
transmission of the disease from human to 
human, but as long as the Brucella organ- 
ism is excreted in the urine and feces of 
an infected patient (this occurs in 10 per 
cent of cases), this is a possible method of 
spread of the disease. 

At the present time the consumption of 
raw milk and dairy products is the chief 
source of infection. In the cities today there 
is less brucellosis than formerly because the 
state and city health laws requiring the pas- 
teurization of milk has cut down this source 
of infection tremendously. But in the coun- 
try, where the population does not have the 
facilities for pasteurization and in many 
areas have not had the education concerning 
the value of pasteurization of milk, there 
occurs the greatest number of cases of bru- 
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cellosis. It is estimated that today ten mil- 
lion people are exposed to brucellosis infec- 
tion through the ingestion of raw milk 
alone. As for example Algie, Angle, Baum- 
gartner and Lunsford tested 7,122 school 
children with intradermal skin test and 9 
per cent reacted positively. Out of this 9 
per cent, 79.3 per cent drank raw milk. 
Gould and Huddleson observed 845 positive 
reactions out of 8,124 persons tested or a 
total of 10.3 per cent. Most of these people 
were from institutions that consumed raw 
milk or dairy products made from raw milk. 

There is some controversy at the present 
as to whether cheese and butter made from 
sour cream or milk are capable of spreading 
the disease. Some people believe that sour- 
ing of cream kills the Brucellae organisms 
and that only those products made from raw 
unsoured milk are capable of causing the 
spread of the disease. 

Persons who are infected by direct con- 
tact with contaminated material are usually 
veterinarians, goat herders, farmers, pack- 
ing house employees, and _ laboratory 
workers. 

Veterinarians and dairy workers who 
handle infected cows and the products of an 
abortion from these cattle are frequently in 
direct contact with the organism. It is 
known that the placental and fetal tissues of 
such an abortion are occasionally loaded 
with the Brucella organisms and that these 
organisms can easily enter the body through 
skin abrasions, or by way of the gastro- 
intestinal tract or pulmonary infection. 

In meat packers there is a greater inci- 
dence of Brucella suis infection due to the 
fact that these people handle so much meat 
from pigs in packing plants. Also, it is 
known that the suis infection is much more 
virulent for man than is the Brucella abor- 
tus organism. The infection in these people 
seems to come most often from handling 
pork sausage and the reproductive organs 
of the infected animals. 

Laboratory workers are the next of im- 
portance in the series of people being in- 
fected by direct contact with the Brucella 
organisms. The infection in these people is 
by way of accidental ingestion through the 





150 


gastrointestinal tract and by having abra- 
sions or cuts on the skin through which the 
organisms can easily enter. Morales Oerto 
of Puerto Rico, by abrading the skin of 
human beings and inoculating these cuts 
with cultured organisms, produced brucel- 
losis experimentally in man. This is prob- 
ably an important portal of entry for the 
Brucella organisms in all persons in direct 
contact with the infected animals or Bru- 
cella organisms. 


The incidence of brucellosis has grad- 
ually increased each year since the discov- 
ery in 1927 that the infectious abortion of 
cattle could be a clinical entity in humans. 
In 1927 there were 112 cases and in 1939 
a total of 3,501 cases were reported. This 
increase in the number of cases is probably 
not due to an actual increase in the disease 
itself but is due to the fact that brucellosis 
is an endemic disease, present at all times, 
and that there are better and more accurate 
diagnostic tests than previously. 


There is no age group or sex immune 
from brucellosis. It is less frequently diag- 
nosed in smaller children and infants than 
at any age, but as Harris has suggested the 
cause for this is that the child is unable to 
give a very clear description of his symp- 
toms and doctors do not think of the dis- 
ease as often as they should. 


Seventy to 90 per cent of the diagnosed 
cases are said to occur in males. Considering 
the number of cases caused by suis organ- 
ism, it is obvious that brucellosis occurs 
often in veterinarians and meat packers, 
who are predominantly of the male sex, 
whereas those cases caused by Brucella 
abortus are found to be almost equally dis- 
tributed in male and females who live in 
the city. 


One of the greatest problems today is the 
stamping out of the infection among the 
dairy herds of the country..In the period 
from July 1, 1934, to April 30, 1937, the 
Bureau of Animal Industry tested by agglu- 


tination reaction 4,499,273 cows in the 
Southern states alone and found that 
2,365,444 reacted positively to the test. Of 
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this number 52.5 per cent were in infected 
herds; remember that if only one cow ina 
herd of 2,000 is infected that one cow makes 
the entire herd a source of brucellosis in- 
fection. 

In Mexico, where the animals were tested 
by intradermal skin tests, 24 per cent of 
the cattle, 30-35 per cent of the pigs and 
15-40 per cent of the goats tested, reacted 
positively. 

The Brucella organisms are not confined 
to their respective hosts for Brucella suis 
is infectious for cattle and is easily spread 
by cows’ milk. Due to its virulence a rela- 
tively small number of these organisms will 
cause infection in man, whereas it takes a 
great number of Brucella abortus to cause 
infection. Also Brucella suis is infective for 
goats as is Brucella melitensis for pigs and 
cattle. 

The Brucella organisms have been dem- 
onstrated in sheep, horses, mules, dogs, wild 
deer, squirrels, wild buffalo, rabbits and 
poultry. The presence of these organisms in 
the lower animals is not an important source 
of infection to humans, per se, but is of 
considerable interest to the farmers in that 


it can easily be a source of infection to their 
herds. 


Insect transmission has been suggested as 
one method of the spread of brucellosis. This 
is based on the theory that many more cases 
are seen during late summer and early fall 
when insects are most prevalent. It has been 
shown that the biting stable flies and mos- 
quitoes may carry the organism. Another 
explanation for the greater number of cases 
during both summer and early fall is the 
fact that calving occurs most frequently in 
early summer and there is greater output 
of organisms during lactation of early 
months just following and hence a great- 
er chance of infecting more people. The 
clinical symptoms do not appear for about 
30 days after infection. 


The following outline summarizes the 
epidemiology of Brucella infection. 





THOMAS—Undulant Fever 


(cows) 
. | goats 
Animals to |_. 
‘ ) Swine 
|man direct - 


nites sheep 
contac 
horses 


(dogs 


farmers 
| dairymen 
| slaughter-house 
| workers 
} veterinarians 


pmilk (raw) 
7 | cream 
Animals to | buttermilk 
man; dairy putter 


fectious- 
Infec products 


ness and 
Methods of 4 
Trans- 
mission 


cheese 
lice cream 


'Mother’s milk? The organisms have 
been shown in human milk but no 
evidence of infant infection has 
been reported from such. 


Water—As long as animals discharge 
organisms from their feces, bile and 
urine, water supply is a potential 
hazard. In Michigan State College 
in 1939, there was an epidemic of 
41 cases with one death attributed 
to contaminated water supply. 


Usually endemic — (15-20 per cent of cattle in 
Occasionally epi-! U. S. infected. 
demic 410 per cent of humans in- 
Distribution—World fected (not all 
wide { ill). 
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All ages: Congenital—infancy to old 
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Incidence 


Incidence due to individual strains—varies with 
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locality. 
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SYMPTOMATOLOGY 


The often repeated statement that “syph- 
ilis may simulate or complicate any known 
disease” is equally true of brucellosis. It is 
a systemic disease and the organisms have 
been isolated from practically all tissues of 
the body. Due to its disseminated form, 
brucellosis either in acute or chronic form 
is capable of protean manifestations with 
extreme variation in duration, intensity and 
symptomatology. 


The variegated symptomatology of bru- 
cellosis makes a definite classification of 
the disease very difficult and numerous 
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classifications have been made. I shall 
briefly describe the types as given by 
Hughes. They are: 

1. Malignant type with sudden onset, 
high fever and stormy course which may 
result in death. 

2. Undulatory type: The most frequent. 

3. Intermittent type: Insidious and gen- 
erally mild. 

4. Irregular, mixed and chronic varie- 
ties. 

Malignant type: Infections of this nature 
are rare. They are characterized by sudden 
onset, an acute course and according to the 
literature, usually a fatal termination. In 
most cases the temperature is high and sus- 
tained with an extreme hyperpyrexia oc- 
curring just before death. There is great 
prostration, severe headache, backache, 
marked anorexia and usually true rigors. 
The spleen is likely to be greatly enlarged. 
The duration of these cases may be two or 
three weeks. Some cases of acute brucel- 
losis of this type which pass into chronic 
brucellosis, have been described. 

Undulatory type: This type of brucellosis 
is most often due to Brucella melitensis. 
The case commences with vague aches, 
pains, weakness, anorexia and headache, 
and is often first diagnosed as “intestinal” 
or “summer flu.” If temperature records 
are kept, one sees a slowly forming wave- 
‘ike curve, with intervening periods of 
apyrexia. Scarcely is the patient over one 
such attack of fever and aches before he 
starts another such bout. This may go on 
and on seemingly indefinitely. 

Intermittent type: Here is found those 
cases of brucellosis with insidious onset and 
a fever curve gradually forming a long roll- 
ing wave. The fever lasts for six or seven 
weeks, accompanied by the usual signs and 
symptoms of brucellosis, followed by a re- 
mission of all fever and clinical symptoms. 

Irregular type: Under this type of bru- 
cellosis is placed the ambulatory patient in 
whom the symptoms are mild, such as 
weakness, lack of endurance, and irrita- 
bility, but the patient is up and about his 
work. Also here occurs the asymptomatic 
or latent type in which the organisms have 
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invaded the body and are present as such 
but make their appearance as episodes of 
fever and illness when bodily resistance is 
lowered by some cause. Only too often the 
patient thinks he has the “flu.” 

The classical clinical picture of undula- 
tory, remittent, intermittent fever, drench- 
ing sweats, chills, headache, backache, mus- 
cle and joint pains, weakness, loss of 
weight, palpable spleen (sometimes liver), 
leukopenia with lymphocytosis and sec- 
ondary anemia and a skin eruption pertain 
chiefly to the acute febrile type of the dis- 
ease. 

The chronic type of brucellosis is usually 
ushered in with the prodromal symptoms of 
any febrile disease, as weakness, irrita- 
bility, headache, vague aches and pains, 
slight cold, hacking cough and the appear- 
ance of fever. Anorexia, chilliness or rigors, 
constipation, marked weight loss, stiff or 
painful joints and backache commonly fol- 
low. As the disease progresses the fever 


rises more and more. In the morning the 
patient may be afebrile but as the day 
passes on the fever rises and the patient ex- 
periences drenching sweats, in such a de- 
gree as to cause a change of clothing in 


many cases. 


McGinty and Gambrell have listed over 
one hundred and fifty manifestations of 
chronic brucellosis, but the principal ones 
present in the majority of cases were weak- 
ness, low grade fever, sweating, chilliness, 
and lack of objective physical findings. 

A high proportion of cases reported by 
Hughes and Craig and later by Evans gave 
only vague symptoms of aches, pains, ex- 
haustability, insomnia, and feverishness. 
These were patients with chronic brucel- 
losis who had previously been diagnosed as 
“neurasthenics”; a warning to avoid the 
diagnosis of neurasthenia or neurosis with- 
out a careful survey of the patient. 

There have been a few special symptoms 
brought out by Manchester that I would 
like to call attention to. Manchester took 
100 cases drawn from rural groups of Ohio, 
in which part of the patients had been ex- 
posed to cows directly and part had been 
or were drinking raw milk; 38 per cent of 


‘such signs. 
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these reacted positively and 62 per cent neg- 
atively. It was found that 29 per cent of 
his 38 per cent gave a history of “recurrent 
grippe”. Also these positive reactors gave 
s history of chronic low grade fever, night 
sweats, colds, angina pectoris, dyspnea, 
Soint and muscle pains; in the negative 
group palpitation, chronic exhaustion, easy 
fatigability, nervousness, and gastrointesti- 
nal complaints occurred likewise. 


One symptom found in this group of 
cases, and not previously mentioned, is that 
of coronary disease. This syndrome oc- 
curred in 26 per cent of the postive skin re- 
actors and in 3.5 per cent of the negative 
reactors. The usual age of onset was 46 
years and the average duration of symp- 
toms was 6.5 years. The coronary or an- 
ginal syndrome usually follows an acute ex- 
acerbation of the brucellosis in which there 
has occurred a coronary arteritis with dam- 
age to the endothelium of the blood vessels 
and localized extravasations of blood. In 
many cases the coronary and anginal at- 
tacks were the first signs of brucellosis to 
be manifested. 


Rheumatism or rheumatic pains are com- 
mon accompaniments of brucellosis. In 
Manchester’s series 55 per cent of the skin 
positive group and 20 per cent of the skin 
negative group showed widespread mani- 
festations affecting most commonly the 
small joints of the hands, the wrists, the 
lumbar vertebrae and the knees. Swelling 
without redness or pain may occur; a few 
individuals show changes comparable with 
rheumatoid arthritis. Goldfain, of 50 peo- 
ple with arthritis, found 31 having active 
brucellosis. Nine (29 per cent) had atrophic 
‘arthritis, five had hypertropic arthritis, one 
had an anklyosing spondylitis and seven had 
thronic fibrositis. 

PHYSICAL SIGNS 

The most characteristic feature of the 
dyhysical signs of brucellosis is the lack of 
Many of the patients do not ap- 
pear to be ill and except for the pallor, 
weakness and tired appearance they are 
comfortable and mentally alert. Even 
though the patient may be severely il] his 
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mentality is usually clear. The tongue is 
coated, the pharyngeal mucosa injected and 
rales may be heard in the chest, especially 
in the pulmonary bronchopneumonic type. 
Upon palpation, the abdomen is tender in 
about 20 per cent of cases and is usually ac- 
companied by pain. A skin eruption similar 
to the typhoid rash may occur. It is usual- 
ly a small pink macular rash but sometimes 
may be maculo-papular. 


DIAGNOSIS 


The final and accurate diagnosis of bru- 
cellosis depends upon the use of laboratory 
methods, of which the most important are: 


1. Blood count. 
2. Cultures of blood, urine, feces, and all 
exudates. 
Animal inoculation test. 
Agglutination test. 
Intracutaneous skin test. 
. Opsonocytophagic index. 
Complement fixation test. 


3efore turning to the laboratory as an 


aid to diagnosis, one should first obtain a 
most careful, chronologic and complete his- 
tory from the patient with special empha- 
sis on his occupation, as the highest inci- 
dence of this disease is in those people close- 
ly associated with or in direct contact with 
livestock or dairy products and meat pack- 
ing industries. Also the patient should be 
carefully questioned as to the source of his 
milk, butter and cheese supply and the 
whereabouts of his residence. 


Complete hematocytologic studies do not 
show anything peculiar or diagnostic of 
brucellosis. It is true that in acute brucel- 
losis there is a leukopenia which will tend 
to limit the diagnosis somewhat to those dis- 
eases with a leukopenia, but in chronic bru- 
cellosis there may be a leukopenia, a normal 
leukocyte count and in some cases a leuko- 
cytosis. McIntire says that the white count 
is normal in one-half of the cases, leuko- 
penia in one-third and leukocytosis in one- 
sixth. 

Calder directs attention to the occurrence 
of lymphocytogenesis in all cases of brucel- 
losis. It is the most striking and constant 
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feature of the blood picture in all the mani- 
festations of brucellosis. 

Lymphocytosis is evidenced by an in- 
crease in percentage and absolute number 
of lymphocytes—a lymphocytic “shift-to- 
the-left”’ so to speak. 

Also Calder called attention to a mild 
hyperchromic macrocytic anemia, which 
was present in a great number of cases. He 
attributed this anemia to liver damage oc- 
curring during the disease. He also noted 
incomplete and delayed blood clotting with- 
out a thrombocytopenia, which suggest fur- 
ther study for liver damage. 

To make a definite and unretractable di- 
agnosis of brucellosis, it must be made by 
culturing the organism from the infected 
person. Cultures may be made from blood, 
urine, feces, spinal fluid, dermal eruptions, 
and pus of localized abscesses. 

To make blood cultures one must use the 
most careful aseptic technic. Fifteen cubic 
centimeters of whole blood are drawn from 
the patient and placed in a flask containing 
4 c.c. of 2.5 per cent sodium citrate solu- 
tion. Into four flasks, each of which con- 
tains 100 c.c. of liver infusion broth at pH 
of 6.8, 2 c.c. of the citrated blood are placed. 
Two of the flasks are incubated under aero- 
bic atmospheric room conditions at 37° C. 
and two of them are incubated in an at- 
mosphere of 10 per cent carbon dioxide, 
for four days. After the fourth day, smears 
are made daily from the cultures and 
stained with gram stain for presence of 
the organisms. If after 10 days no organ- 
isms are found, 5 c.c. of the original cul- 
ture are transplanted to 100 c.c. of liver 
broth infusion every three days for two 
weeks. Original culture and transplants 
are examined for three weeks before being 
reported as negative. 

Blood cultures should be made frequently 
as in many cases with low grade fever there 
is a transient bacteremia. In the acute 
cases with fever, positive cultures are most 
frequently obtained. The melitensis organ- 
ism seems to be the easiest to cultivate, and 
if it is the causal organism, the blood cul- 
ture made during a pyrexial attack will in- 
variably be positive. 
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At the present time there are very few 
laboratories equipped with facilities or per- 
sonnel adequate for blood cultures diagnos- 
tic of brucellosis as there must be special 
media used and special precautions taken 
to secure positive cultures. 

In the culture diagnosis from urine, bile, 
stool, pus and spinal fluid the materials are 
prepared for culture according to standard 
methods. Such material is inoculated on 
plates of liver agar containing gentian vio- 
let concentration of 1:200,000. Half the 
plates are incubated in carbon dioxide for 
three days, half in pure atmosphere and 
then examined by slide smear and gram 
stain for the organisms. 

Animal inoculation method as described 
by Poston is that three guinea pigs are 
used for each patient, and in two of the 
pigs 2 c.c. of the patient’s citrated blood 
are injected intraperitoneally and in one pig 
1 c.c. of the patient’s citrated blood is in- 
jected in the groin. Examination of the 


animals is carefully done daily and two 
months after the inoculation the animals 
are tested for specific agglutinins and posi- 
tive skin reactions by use of the Huddleson 
brucellergen test at an interval of every few 


days. When both tests become positive the 
animals are killed and blood and tissue cul- 
ture procedures carried out, as previously 
described. The animals that remain nega- 
tive are killed four and one-half months 
after inoculation and blood and tissue cul- 
ture procedures are followed. 

It has been noted that many animals do 
not react positively until sixteen to eighteen 
weeks after inoculation, hence the test is of 
little value in the cases where a quick diag- 
nosis is wanted. 

Agglutination test: The agglutination 
test is one of the most widely used and lit- 
tle understood of all tests used. Like the 
Widal test it is simply a test for the pres- 
ence of specific agglutinins in the blood and 
not for the presence of organisms. If ag- 
glutinins are thought of as an evidence of 
resistance to infection, formed in response 
to infection, rather than as evidence of in- 
fection itself, confusion will be lessened. 
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The presence of agglutinins indicates ab- 
sence of resistance. 

The agglutination test is one of the most 
reliable diagnostic procedures in use today, 
especially in the cases of acute brucellosis 
where the agglutinins may appear in the 
blood as early as the fifth day of illness, 
with a high serum titer. Generally speak- 
ing, the specific agglutinins do not appear 
in very high titer until the second week of 
the disease, and in some cases do not ap- 
pear until extremely late in the _ illness. 
Simpson says that in 6 per cent of cases the 
agglutinins may be entirely absent even in 
the face of a positive blood culture. 


Hartsock in his series found that the ag- 
glutinins appeared in the blood in from 
one to three weeks and in the acute febrile 
stage may reach a titer of 1:10,000. 

In the interpretation of an agglutination 
test anything over 1:80 should be diagnostic 
and any agglutination of 1:10-1:40 should 
stimulate further serologic work on the pa- 
tient. Frequent tests should be made and 
in the face of an ever increasing titer, 
Simpson says a diagnosis of active brucel- 
losis can be made, and conversely if titers 
are gradually decreasing Huddleson says the 
patient is recovering. 

Chronic brucellosis is difficult to diag- 
nose by use of the agglutination reaction 
due to repeated negative and low titer re- 
turn. In a group of 28 proved cases Simp- 
son found 4 per cent giving negative ag- 
glutination reaction. 

Meyer and his associates tested 3,226 per- 
sons, such as veterinarians, meat packers, 
and dairy workers who are in constant and 
direct contact with the disease but have no 
active manifestations of brucellosis them- 
selves, and found that 14.7 per cent had a 
positive agglutination reaction of 1:40 or 
above and in one case a titer of 1:5000. 

Nicolle and Comte (1910) and Zinsser 
and Bayne-Jones (1934) observed the ag- 
glutination of Brucella organisms by the 
serum of a_ typhus fever patient. Also 
Simpson has shown the cross agglutination 
power of Past. tularensis and Brucella. At 
times this cross agglutination gives much 
confusion to the picture but in time as the 
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disease progresses the Brucella agglutina- 
tion titer will usually rise and the other 
antigens of tularemia and typhus fever will 
remain the same or decrease. 

Although the agglutination test is most 
helpful in diagnosis it is not perfect and 
is subject to the following limitations: 

1. The agglutination titer may remain at 
a high level years after recovery from the 
disease. 

2. Some individuals develop agglutinins 
after exposure to the illness with no definite 
signs of sickness. 


3. The agglutinin titer fluctuates widely 
on repeated testing. 


{. The possible agglutination reactions 
with Past. tularensis and B. proteus X 19. 

5. All blood to be tested must be drawn 
before any cutaneous tests are performed, 
for Evans found that in a number of cases, 
brucellergen caused an agglutinin response 
not compatible with the patients tested. 

There are two methods for running the 
agglutination test and they are: (1) the 
test tube method and (2) the rapid method. 

The intradermal skin test: This skin test 
is used to determine the cutaneous hyper- 
sensitivity to Brucella antigens. A positive 
reaction is accepted as a past or present in- 
fection, although there are many cases re- 
ported where this test is negative while the 
blood culture is positive. 

The test is performed by injecting 0.1 
c.c. of brucellergen or 0.1 c.c. of 1 c.c. of 
commercial standard antigen diluted with 
9 ¢c.c. of normal saline into the skin of the 
forearm, and the arm examined 48 hours 
later. A positive test is measured by the 
development of a circumscribed erythema- 
tous, indurated area 0.5 to 3 inches (1.9— 
7.5 ems.) in diameter, appearing at its max- 
imal intensity 48 hours after inoculation. 
In frankly positive tests the induration may 
persist for several days and in hypersensi- 
tive individuals a mild or severe systemic 
reaction may appear, in such cases a re- 
gional lymphangitis and axillary node en- 
largement may follow. Also an exacerba- 
tion of symptoms and an area of focal ne- 
crosis sometimes occur. 


A pseudopositive test in which there is 
great redness at the end of 24 hours but 
disappearing in 48 hours may occur. A 
false positive test occurs in a person hyper- 
sensitive to a foreign protein and the reac- 
tion is no different from a true positive 
reading. 

False negative tests do occur also, for in 
one patient with marked respiratory symp- 
toms and a positive agglutination test of 
1:10,000 the skin test was reported as neg- 
ative. 

In a series of 155 cases with positive skin 
tests, Keller, Pharris and Gaub found that 
12 or 7.8 per cent showed positive agglu- 
tination tests, suggesting the greater ef- 
ficiency of the cutaneous test. Of these 155 
cases checked with the opsonocytophagic 
test it was found that 51.6 per cent were 
affected without immunity; 8.4 per cent 
were positively immune and 40.0 per cent 
were actively immune. 

The intradermal skin test has a great 
value in the help of diagnosing the presence 
of brucellosis, but as with the agglutination 
reaction it has certain limitations. These 
are: 

1. A positive test does not indicate the 
presence of active brucellosis for hypersen- 
sitiveness once acquired after symptomatic 
or subclinical infection may persist for 
years. 

2. A positive test does not mean that the 
symptoms from which the patient is suffer- 
ing now is due to brucellosis, for positive 
tests have been found in patients whose 
diseases were later diagnosed as tubercu- 
Josis, Hodgkin’s disease, typhoid fever, ma- 
laria, and subacute streptococcal endocar- 
ditis. 

3. A positive test unless accompanied by 
regional lymphangitis and adenitis or an 
exacerbation of the patient’s symptoms, 
does not denote infection but suggests the 
possibility of active infection or active im- 
munity. An opsonocytophagic test has to be 
made to determine the degree of the pa- 
tient’s immunity. 

4. The skin test may be positive in that 
group of people such as veterinarians, meat 
packers, and dairy workers who are in con- 
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stant contact with Bang’s bacillus but are 
not infected. 

5. Evans says that the skin test is not as 
accurate as the agglutination test for the 
allergy appears later in the disease and lasts 
for a longer period of time, after recovery 
of the patient. Whereas, Gould and Hud- 
dleson say that in the face of a negative 
test that brucellosis can be ruled out. 

The antigens used in the intracutaneous 
skin test are: (1) a heat killed suspension 
of brucella in physiologic saline solution (a 
vaccine); (2) a suspensoid of nucleopro- 
teins isolated from brucella by chemical sep- 
aration known as brucellergen; (3) com- 
mercial vaccine—diluted 1 c.c. with 9 c.c. 
of normal saline. 

The opsonocytophagic test: The opsono- 
cytophagic reaction should be used in con- 
junction with either the agglutinins or in- 
tradermal tests to determine the immunity 
status of an individual giving positive tests 
by either or both methods. 

The technic for making the opsonocyto- 
phagic test consists in collecting 5 c.c. of 
the patient’s blood in a vial containing 0.2 
c.c. of 20 per cent sodium citrate. Then 
take 0.1 c.c. of a saline suspension of living 
brucella which have been grown for 48 
hours on liver infusion broth agar. The 
mixture is incubated for 30 minutes at 37 
C. A smear is then made from the incu- 
bated mixture and stained with 0.5 c.c. of 
Hasting’s stain for 30 seconds, after which 
1 c.c. of distilled water pH 6.8 is added for 
one minute. The slide is then gently washed 
with distilled water and dried quickly in 
front of an electric fan, and examined mi- 
croscopically. 

A total of 25 leukocytes is counted, and 
the number of phagocytized Brucella organ- 
isms per cell is tabulated as follows: 

1. No organisms present—no immunity. 

2. 1-20 organisms present—slight im- 
munity. 

3. 20-40 organisms 
immunity. 

4. 40-above organisms present—marked 
immunity. 

The percentages of cells showing phago- 
cytosis is tabulated according to their re- 


present—moderate 


spective groups and if 40 per cent or less 
cells show phagocytosis the person is said 
to be infected, 40-50 per cent show marked 
phagocytic action then the person is ques- 
tionably infected or immune. If 60 per 
cent show marked phagocytosis the person 
is said to be immune. The opsonocytophagic 
test is a method of measuring the body’s 
resistance to disease. 

The limitations to the opsonocytophagic 
test are: 

1. It must be performed with blood not 
over six hours old. 

2. It should be performed by those peo- 
ple well trained in the work for the test it- 
self seems to give too high a percentage of 
immunity. 

3. The test is not as reliable as other 
tests and should be used in conjunction with 
the agglutination or intradermal skin test 
plus careful consideration of the patient’s 
clinical course and symptomatology. 

The following charts, prepared by Casta- 
neda, Favor and Vilez, show the compara- 
tive value of the diagnostic tests or proce- 
dures for brucellosis. 
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By comparison of the charts it can be 
seen that the Huddleson agglutination test 
is the most accurate diagnostic procedure, 
followed closely by the skin test, blood cul- 
ture and opsonocytophagic tests. 

For one to make a definite diagnosis of 
brucellosis he should use at least two of the 
described procedures, preferably the agglu- 
tination and skin tests, (and still miss 10 
per cent), and wherever possible the blood 
culture. 

There are additional measures sometimes 
used as diagnostic aids in brucellosis, these 
are: 

1. Complement-fixation test: Due to the 
fact that this test requires so much more 
time and well trained technicians, and also 
that it does not become positive before the 
agglutination test (which is much simpler 
to do) this test has fallen into disuse. 

2. The injection of typhoid or paraty- 
phoid vaccine sometimes will cause a higher 
titer of agglutinins and a positive skin test 
to appear. 
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3. Sulfanilamide has been given to some 
patients and a high increase in the opsono- 
cytophagic index has resulted. This work 
was done by Welch, Wentworth and Mickle, 
who are of the opinion that it has great 
diagnostic value. 

DIFFERENTIAL 

If brucellosis is given careful considera- 
tion in the differential diagnosis of all feb- 
rile diseases especially those such as typhoid 
fever, typhus fever, relapsing fever, tuber- 
culosis, malaria, influenza, chronic bron- 
chitis, pyelitis, rheumatic fever, or bacterial 
endocarditis, in which the diagnostic cri- 
teria is not convincing then the disease will 
be found much more frequently than 
thought to be at the present time. 

I would like to give a few of the more 
common differentialities and a statement 
about each. 

Typhoid and Paratyphoid Fever: The 
acute onset, toxicity of patient, diarrhea, 
tympanitis, sustained fever and absence of 
sweats, with a positive Widal reaction tend 
to rule out brucellosis. 

Influenza: This misdiagnosis is due to the 
fact that physicians have a tendency to call 
all undetermined fevers “flu’’. 

Tuberculosis: A careful history, includ- 
ing family history plus the x-ray findings 
usually diagnose tuberculosis. 

Malaria: The regularly repeated chills 
and fever which sometime occur in brucel- 
losis may suggest malaria, but carefully 
prepared and examined blood smears will 
either clinch or rule out the diagnosis of ma- 
aria. 

Pyogenic Septicemia: The neutrophilic 
leukocytosis that usually occurs in this type 
of infection tends to rule out brucellosis. 
Blood culture must be made. 

Subacute Bacterial Endocarditis: The 
weakness, remitting fever, loss of weight 
and anemia are characteristics common to 
both. However, Brucella organisms may 
cause an endocarditis, and recourse must 
be had to blood counts, blood cultures, ag- 
glutination tests, and other laboratory pro- 
cedures. 

Acute Rheumatic Fever: The onset and 
course of acute rheumatic fevers are in 
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striking contrast to the insidious onset and 
the subacute course of brucellosis. 

Tularemia: The clinical characteristics 
of the ulcero-glandular, glandular, and ocu- 
loglandular types of tularemia are so strik- 
ing that diagnosis of the infections occurs 
with ease. But the typhoid type brings on 
confusion due to the cross agglutination 
phenomena present. However, the Tul- 
rense agglutination titer will be of much 
higher value than the Brucella, and the in- 
tradermal test will be negative for brucel- 
losis. 

Appendicitis-Cholecystitis: Fever, ab- 
dominal pain and localized tenderness are 
the misleading features. In many cases op- 
eration has been readily advised. There- 
fore, a careful complete history with an ade- 
quate study of the blood count is indicated. 

Infections of the Urogenital Tract: Fre- 
quent and painful micturition and pus in the 
urine as not uncommon features of brucel- 
losis. These occur late in the infective pe- 
riod or fastigium and a careful history will 
usually lead to a generalized infection with 
manifestations. 

PROGNOSIS 

The prognosis of brucellosis is good, the 
death rate being around 3 per cent. Bru- 
cella abortus offers the best prognosis while 
on the other hand Brucella suis gives the 
worst prognosis. 


SUMMARY 


A short review of the history of brucel- 
losis is given and the epidemiology of the 


disease more thoroughly discussed. The at- 
tempt has been made to bring to the front 
such methods of transmission of the disease 
as insect carriers and water-borne routes. 
These factors are definitely of prime im- 
portance to cattle farmers and to sanitary 
health engineers associated with the Army. 

The procedures for establishing the diag- 
nosis of brucellosis have changed very little 
in the past few years and the diagnostician 
must depend upon: (1) blood cultures, (2) 


Undulant Fever 


agglutination tests, (3) cutaneous test, and 
(4) opsonocytophagic index test definitely 
to settle the questionable diagnosis. The 
limitations of all these tests have been ex- 
plained not one is even nearly 100 per cent 
perfect. At least two tests should be posi- 
tive to diagnose a case and still 10 per cent 
of the cases will be missed. 


Until better controlled, brucellosis should 
be considered a scourge of mankind that is 
becoming more and more prevalent. It 
should be and will be regarded a major 
health problem considering its effect on 
chronic morbidity. 
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A MEETING TO DISCUSS BILL S. 1161 


On Wednesday, September 1, there was 
held in the University Room of the Roose- 
velt Hotel a very large well attended meet- 
ing of certain groups interested in bill S. 
1161, to discuss the important features of 
this revolutionary proposed Act. The 
groups consisted of representative physi- 
cians, dentists, wholesale and retail drug- 
gists, and nurses. It was called by Mr. C. 
A. lorns, Chairman of the Domestic Com- 
merce Committee of the New Orleans As- 
sociation of Commerce, who acted as pre- 
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siding officer. Speeches were made by 
representatives of the various groups in- 
cluding Dr. C. C. deGravelles, President of 
the Louisiana State Medical Society, and Dr. 
Val H. Fuchs, President-Elect of the organ- 
ization. The speakers to a man denounced 
the bill. Senator Allen J. Ellender and 
Representative Paul Maloney were at the 
speakers’ table and spoke at the conclusion 
of the other addresses. Senator Ellender 
brought out a very excellent point which it 
would be advisable for doctors to take to 
heart, namely, that the physicians in the 
state have not shown sufficient interest in 
this bill and have not expressed themselves 
with force and vigor to their several gov- 
ernmental legislators. 

It may be that the evils of the bill are so 
outstanding that the medical profession 
feels that the bill will never pass Congress. 
However, while this particular bill might 
not be passed, one somewhat less radical and 
somewhat less tinged with demagoguery 
might be presented to Congress as a substi- 
tute. Doctors of the state should definitely 
indicate a disapproval of the present bill, 
and by so doing would indirectly let their 
representatives in Congress know that they 
were opposed to any form of Federal medi- 
cine or the regimentation of medical serv- 
ices in any form. 

THE SUPPLY OF DRUGS 

A recent release by the War Production 
3oard should be of interest to the medical 
profession. In this account of the drug 
situation information is given about those 
medicaments which are scarce and data are 
presented concerning efforts to accumulate 
a stock sufficient for the needs of the 
country. 

In the early part of the war there was a 
great shortage of many drugs due to the 
demands of lend-lease and of the Army. 
Most of the critical drugs at that time are 
now being supplied through the seeking out 
of new sources of material at home and 
abroad, and the construction of new facili- 
ties for their production. There still re- 
mains a certain number of drugs which are 
lacking or the supply is very small. Quinine, 
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of course, is the outstanding example. Qui- 
nine is practically unobtainable except the 
small portion that has come from Bolivia 
so that the use of quinine is restricted to its 
anti-malarial use and the alkaloid, quini- 
dine, to certain heart conditions. The stock 
of quinidine is virtually exhausted, incident- 
ally. To replace quinine, totaquine bark is 
being imported from Central America in 
relatively large quantities. Unfortunately 
the bark varies considerably in its alkaloid 
content and it is an expensive process to 
obtain the alkaloids. Its cost is much more 
than quinine but every doctor is earnestly 
urged not by the War Production Board 
particularly but by the Army, Navy and 
other agencies in Washington to use tota- 
quine instead of quinine in the treatment of 
malaria. There still is a fair amount of 
quinine in the South where no efforts were 
made to obtain the stocks that lie on drug- 
gists’ shelves but elsewhere throughout the 
country the druggists have been called upon 
and have responded loyally to the pooling 
of their quinine. Totaquine is a safe, effi- 
cient anti-malarial and its effectiveness is 
practically equal to quinine. Quinacrine, 
the synthetic agent popularly known as ata- 
brine, is now being produced in large 
amounts, some six of the big drug firms 
have started to manufacture it. This also 
is recommended to be used by physicians in 
the treatment of patients in this country 
with malaria so that quinine may be con- 
served for the treatment of estivo-autumnal 
malaria in the troops in the tropics. 

Agar is extremely short as this sea weed 
came almost entirely from Japan. It can 
now be used only in the preparation of bac- 
teriologic media, and there is not enough of 
it even for this one purpose. It is recom- 
mended that doctors use psyllium seed as a 
substitute to increase intestinal bulk. Tan- 
nic acid is restricted in its use to burn pre- 
parations only. Incidentally, recent in- 
vestigations have shown that tannic acid 
method of treatment of burns is not as satis- 
factory as are other methods. 

Bismuth is likewise restricted.’ Doctors 
are asked to use a substitute for bismuth 
subnitrate and bismuth subcarbonate or 
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other bismuth containing salts. Magnesium 
trisilicate is suggested as an excellent sub- 
stitute. Bismuth for antisyphilitic therapy 
is completely unrestricted. 

Phenol is a critical war material. The 
amount allotted to the manufacturers of 
salicylates has been considerably reduced. 
Physicians are again asked to conserve as 
much as possible the use of aspirin, pheny| 
salicylate, sodium salicylate and methy] sali- 
cylate. Cresol is used by the Army in quan- 
tities so great that the “compound solution 
of cresol” is no longer available. 

Penicillin is now being manufactured 
but the amount that is being produced is 
so small that it is impossible to put it on the 
market except for limited use in clinical in- 
vestigations. The entire supply is used by 
the armed forces. Alcohol, sugar and gly- 
cerine are critical commodities. Alcohol is 
rigidly curtailed in order to produce smoke- 
less powder and synthetic rubber. Gly- 


cerine is used to produce munitions.- The 
sugar situation is materially improved but 


again the doctors are asked to use tablet or 
capsule forms of administering medica- 
ments rather than fluid preparations of 
elixirs, syrups and solutions. 


There has been a tremendous increase in 
the demand for the sulfonamides and vita- 
mins and at one time the situation was most 
dangerous. However, all of these products 
are now being produced in quantities suf- 
ficient for civilian needs. The same state- 
ment applies to caffeine and theobromine 
preparations. Arsenic preparations were 
available in barely sufficient quantities to 
meet the demands but production has been 
so much expanded that there is an ample 
amount available. The doctor is requested 
to help conserve mercury which is required 
in large quantities for explosives. Where 
ever possible use other antiseptics than mer- 
curial. 

Felladonna is imported from central Eu- 
rope. The supply was totally inadequate a 
vear and a half ago but now that belladonna 
plants are being raised through projects 
sponsored by the Department of Agricul- 
ture, the War Production Board and De- 
fense Supplies Corporation, there has re- 
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sulted the production of an adequate sup- 
ply of the belladonna plant. 

Lastly, there exists a very real problem 
in the shortage of container and package 
materials. There is not a sufficient supply 
of metal, plastics, glass and paperboard 
container to meet the demands. Here the 
physician can assist in minimizing this need 
by prescribing the largest practical size con- 
tainer of the drug, by reclaiming glass, 
glassware and bottles as well as metal con- 
tainers. 

The outlook for the future is excellent ex- 
cept in a very few instances. Drugs con- 
sidered essential to military and civilian 
practice of medicine are now being made 
available in greatly increased quantities. 
However, in those medicaments in which 
there is shortage the physician is earnestly 
urged to follow out some of the suggestions 
that have been indicated above. 


4). 


HIATUS HERNIA 
Diaphragmatic hernia has been exten- 





sively discussed in the literature in the past 


thirty years. In spite of this fact the clin- 
ician often fails to appreciate the import- 
ance of the disease in the differential diag- 
nosis of thoracic and abdominal disorders. 
It is for this reason that Ohler and Ritvo* 
have studied and reported upon a series of 
cases, 136, that they have observed. 

The cause of diaphragmatic hernia is not 
known. Most students of the disorder be- 
lieve that it is due to some congenital defect, 
in part basing their contention on the fact 
that duodenal diverticulum, a congenital de- 
fect, is so frequently associated with hiatus 
hernia. Other factors may exaggerate a 
congenital defect which has been symptom- 
less, such as loss of weight, increased intra- 
abdominal tension and advancing age. 

The symptoms may be in the chest. Sub- 
sternal pain is often present, which pain 
may be severe, be referred to the shoulder 
and down the left arm and in every way 
mimic angina pectoris. Aside from the sub- 
sternal pain, there may be other symptoms 


“Ohler, W. Richard, and Ritvo, Max; Diaphrag- 
matic (hiatus) hernia, New England J. M., 
229:191, 1943. 
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which would suggest a cardiac condition, 
such as dyspnea and palpitation occurring 
often when the patient is in the dorsal posi- 
tion and coming on during or immediately 
after meals. In this series of cases studied 
by Ohler and Ritvo in 104 carefully analyzed 
cases the symptoms were suggestive of coro- 
nary disease in approximately 12 per cent 
of the patients. The symptoms may re- 
semble closely those of gallbladder disease. 
Here the percentage is slightly under 23, 
while more than one-half of the patients 
have gastrointestinal symptoms which are 
quite marked. Gastrointestinal symptoms 
include epigastric pain, nausea, heart burn, 


‘belching, dysphagia and anorexia. Patients 


frequently, over long periods of time, have 
these gastric disturbances which instead of 
arising below the diaphragm are actually 
above this muscular sheet. Most typical 
symptoms are epigastric discomfort and a 
sensation of fulness appearing rather 
promptly after eating or even during meals. 


It is pointed out that the expressions of 
hiatus hernia are most variable and incon- 
stant, so clinical diagnosis is often very dif- 
ficult and the roentgenologist must be 
called upon to make the diagnosis. The or- 
dinary gastrointestinal series, because of 
the smallness of the lesion, may fail to dis- 
close the cause of the trouble. If it is sus- 
pected then special studies must be made, 
such as fluoroscopic examination of the pa- 
tient in different positions, after deep 
breathing or with pressure on the abdomen. 

In the management of the patients who 
have hiathus hernia, if they are discovered 
by chance and are symptomless, no treat- 
ment is required. One the whole, medical 
treatment is probably the best for patients 
with small lesions. A bland diet with 4-6 
feedings a day is indicated. Food should 
not be taken before bedtime. For the night 
pain, sleeping at an angle of 45 degrees is 
recommended and needless to state alkalies 
and antispasmodic drugs are often bene- 
ficial. If these medical measures fail to re- 
lieve the patients, then the more serious sur- 
gical procedures must be considered. 


In older individuals in whom the diagno- 
sis of coronary arterial disease with angina 
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pectoris seems to be most logical, a gastro- 
intestinal study is indicated, particularly if 
these persons have pain immediately after 
eating and if it is relieved by the erect 
posture or walking about for a short time. 
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There has been many a man whose physical 
activities have been decidedly limited be- 
cause of spurious angina when the under- 
lying pathologic condition was that of hiatus 
hernia. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this page to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


STATE SOCIETY DUES 

At the last meeting of the House of Dele- 
gates, held in Baton Rouge, the dues to the 
State Society were raised to $25.00 per 
year. Previously the dues had been $8.50 
per year. This represents quite an increase 
but one that the House of Delegates felt 
was justified under the existing circum- 
stances. 

The dues you pay to the State Society 
must cover a number of things. It covers 
your subscription to the New Orleans Medi- 
cal and Surgical Journal, one dollar per 
member is allocated to the Indigent Phy- 
sicians Fund, fifty cents to the Entertain- 
ment Fund, and fifty cents to the Medical 
Defense Fund. Formerly this left about 
five dollars per member to cover the gen- 
eral expenses of the Society. In previous 
years this has afforded a balanced budget, 
but has not permitted the general fund to 
maintain a balance to meet any emergency 
that might arise. 

At this same meeting of the House of 
Delegates, the dues of members in Military 
Service were deleted, so that the paid mem- 
bership of the Society will be materially 
reduced. For 1943 after deducting those in 
the Military Service there were 1,261 reg- 
ular members whose dues amounted to 
$10,718.50. This amount plus interest on 
U. S. A. Treasury Bonds and reimburse- 
ment from New Orleans Medical and Surgi- 
cal Journal of $1,320.00 for salaries of 
stenographers, makes the total estimated 
income for 1943, $12,137.50. With an esti- 
mated budget for 1943 of $13,343.81 for 
ordinary expenses, we will be left with a 


deficit of approximately $1,206.31. This de- 
ficit is estimated from ordinary expenses 
and, of course, will be larger should any 
emergency arise. At present the Society 
must borrow money to meet that deficit. 

Obviously such a set up necessitated rais- 
ing the dues since that is our only source 
of income. A jump to $25.00 per year may 
be considered too much, but certainly doc- 
tors can afford that amount at this time 
and among other things permit the general 
fund of the Society to build up a reserve. 

Many members have asked what is to be 
done with the $25.00 annual dues. If the 
activities and benefits of the Society are to 
stay on an $8.50 level, they will all resent 
paying the increased dues but if with the 
additional income the work of the Society 
is increased so that each member can see 
actual concrete benefits derived therefrom, 
there will be no objection to paying the in- 
creased dues. After all the strength of our 
Medical Society depends more upon the 
number of members than upon any bank 
balance. A Society which enrolls practically 
every doctor in the state can exert more in- 
fluence than a Society enrolling half the 
doctors, regardless of the amount of dues 
paid. The extent of the enrollment depends 
in a large measure upon a satisfied mem- 
bership. 

There are a number of things that could 
be done with additional revenues. A rea- 
sonable surplus should be built up for the 
general fund, so that we would be prepared 
for any emergency that might arise. There 
are a number of activities of the Society 
carried on by its members and requiring an 
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outlay of their personal funds. This ap- 
plies particularly to the members of your 
executive committee and councilors who 
must make three or more trips to New Or- 
leans each year at their own expense. These 
doctors should not be expected to sacrifice 
their time and their money to attend to your 
business but should have their necessary ex- 
penses paid. 

We have a full time Secretary and Treas- 
urer who should be supplied with sufficient 
funds to cover the state at least twice each 
year. It should be expected that he will 
repeatedly visit district and parish societies 
and even doctors personally, acquainting 
them with the affairs of the Society and 
learning from them what they want done. 
A personal touch of this type would help 
wonderfully in building up the enthusiasm 
of our members. Dr. Doe practicing in some 
small community needs such a contact far 
more than the man in a large city but here- 
tofore he has not had that contact. True he 
may read the State Journal and may have 
some contacts at state meetings but other- 
wise he is practically a step-child. 

For sometime we have tried to work out 
a plan whereby a library service could be 
made available to the doctors of the state. 
Such a service will call for the expenditure 
of a certain amount of money which should 
be now available. If and when a library 
service could be made available to every 
doctor in the state and particularly to the 
doctors in smaller communities it will be 
of great benefit. 

The State Society also has certain special 
funds as the Indigent Physicians Fund and 
the Medical Defense Fund that need in- 
creased reserves so as to make them more 
effective. With the increase in dues a larger 
amount could be allocated to these funds 
and thus make them of greater value. 

These are only a few of the things that 
could be accomplished by the State Society 
with additional revenues. Certainly it is 
not asking too much of our members to pay 
about fifty cents a week into their state or- 
ganization with the idea of making it a 
more effective organization. 
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HOW BEST TO OPPOSE SOCIALIZA- 
TION OF THE PRACTICE OF 
MEDICINE 


For a number of years the medical pro- 
fession has had constantly before it the 
threat of socialized medicine or the political 
control of the practice of medicine. Since 
the report of the committee on the cost of 
medical care was published, there has been 
a persistent demand from certain groups 
for a change in the form of medical prac- 
tice supposedly to make adequate medical 
service available to the low income group. 
At the present time these efforts have cul- 
minated in the introduction of the Wagner- 
Murray-Dingell Bill—S. 1161—a pernicious 
piece of legislation placing the entire prac- 
tice of medicine under political control. 


The medical profession has consistently 
opposed these various attempts to socialize 
or politicalize the practice of medicine. We 
have done so because we realize that such 
plans can only result in an inferior quality 
of medical service, rendered at greater ulti- 
mate cost to the taxpayer. No one can seri- 
ously question the correctness of our stand 
on those grounds, but there has always been 
a weak link in our opposition, namely that 
we have offered no plan to correct the 
known evident defects in the present distri- 
bution of medical care. Opposition to any 
measure such as the Wagner-Murray Din- 
gell Bill, must be constructive and not sim- 
ply negative if it is to meet with ultimate 
success. 

Certainly one cannot say that all is well 
with the distribution of medical care in the 
State of Louisiana. It is true that we have 
a system of Charity Hospitals which are 
rendering a great service and fulfill a cer- 
tain definite need, but there is room for 
certain improvements in the quality of that 
service. There still remains though a large 
group of people not quite in the charity 
group yet not able to carry the burden of a 
serious illness. These people do not want 
charity service but when confronted with a 
medical and hospital bill of $200.00 or 
$300.00 that cannot be paid they must 
either accept charity or assume a debt that 
will require months to liquidate provided 
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they fortunately escape another doctor and 
hospital bill in the meantime. Many of 
these people are eager for some change in 
medical practice which will make available 
to them medical care that they can pay for 
and not so-called charity treatment. 


There is another large group of people, 
truly indigent who usually go without ordi- 
nary medical care for simple illness or pre- 
ventive measures. If they live in a large 
city where outpatient clinics are active they 
ean secure treatment for an illness not re- 
quiring hospitalization but if they are in 
smaller towns or in the country they either 
go without or have gratuitous treatment 
from a local physician. Certainly these peo- 
ple feel the necessity for some change which 
will make adequate medical care available 
to them and therefore they will accept and 
support measures in the nature of the Wag- 
ner-Murray-Dingell Bill and who could 
blame them. 


These two groups make up quite a large 


percentage of the population, almost a con- 
trolling voting percentage and it is there- 
fore to them that the politician appeals. 
Ultimately they will get some change in 
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medical practice, a change given to them 
by the politicians or by a thoughtful wide 
awake medical profession. Thus far the 
politicians have been offering the appeal- 
ing plans. True various plans have been 
tried in certain localities by medical so- 
cieties, county or state but these have not 
been very general. 

Just recently when talking to a group of 
laymen seeking their cooperation in oppos- 
ing the Wagner-Murray-Dingell Bill, I was 
confronted with this reply, “Yes Doctor, 
we are opposed to this bill and any other 
scheme of socialization, but what plans have 
you whereby the low income group can se- 
cure adequately medical care.” That is the 
urgent question before the medical profes- 
sion. We must see that everyone is able to 
secure adequate medical care under some 
plan of which we approve. If this is not 
done by us, the Wagner-Murray-Dingell 
Bill or a similar bill will be passed, whether 
we like it or not. Our position will be much 
stronger and perhaps lead to ultimate suc- 
cess if, in addition to opposing such meas- 
ures as the Wagner-Murray-Dingell Bill, we 
offer some constructive plan for the solu- 
tion of the question. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


October 4 Board of Directors, Orleans Parish 


Medical Society, 8 p. m. 

October Eye, Ear, Nose and Throat staff, 
8 p. m. 

Clinico-pathologic Conference, Char- 
ity Hospital Morgue Amphitheater, 
1:30 p. m. 

Mercy Hospital Staff, 8 p. m. 

Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 
p. m. 

Executive Committee, 
pital, 8 p. m. 

Fourth Quarterly and Executive Meet- 
ing, Orleans Parish Medical Soci- 
ety, 8 p. m. 

Clinico-pathologic Conference, Char- 
ity Hospital Morgue Amphitheater, 
1:30 p. m. 

Clinico-pathologic Conference, Marine 
Hospital, 7:30 p. m. 

Touro Infirmary Staff, 8 p. m. 

Women’s Auxiliary, Orleans Parish 


October 


October 


Baptist Hos- 


October 11 


October 13 


Medical Society, Orleans Club, 3 
p. m. 

New Orleans Hospital Council. 

I. C. R. R. Hospital Staff, 12:30 p. m. 

Hotel Dieu Staff, 8 p. m. 

Clinico-pathologic Conference, Baptist 
Hospital, 8 p. m. 

Charity Hospital 
staff. 

Clinico-pathologic Conference, Charity 
Hospital Morgue Amphitheater, 
1:30 p. m. 

Charity Hospital Surgical Staff, 8 
p. m. 

Clinico-pathologic Conference, Hotel 
Dieu, 8:15 p. m. 

Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 
p. m. 

Baptist Hospital Staff, 8 p. m. 

Clinico-pathologic Conference, Charity 
Hospital Morgue Ampitheater, 

1:30 p. m. 


October 
October 
October 


October Medical Staff, 8 


October 


October :‘ 


October 26 
October 2 
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Clinico-pathologic Conference, Marine 
Hospital, 7:30 p. m. 

Catholic Physicians’ Guild, 8 p. m. 

French Hospital Staff, 8 p. m. 

Clinico-pathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 
p. m. 

DePaul Sanitarium Staff, 8 p. m. 

L. S. U. Faculty Club, 8 p. m. 

New Orleans Hospital Dispensary for 
Women and Children Staff, 8 p. m. 


October 28 


October 29 


During the month of September the Society 
called two special meetings. On September 1st the 
doctors, dentists, druggists, pharmaceutical repre- 
sentatives and hospital representatives met with 
the Senators and Representatives of Louisiana and 
aired the proposed Wagner-Murray Bill, S-1161. 
On September 20th the general membership of the 
Society met and outlined a plan of procedure for 
defeating Senate Bill 1161. 

On numerous occasions physicians have trouble 
with their cars at night, and it is rather difficult 
to locate a service station that is open. The Soci- 
ety has made inquiries and find that the following 
stations are open all night and hold themselves in 
readiness to serve the medical profession: Barcel- 
lona’s Service Station, 2200 St. Charles Avenue, 
MAgnolia 1471; Barcellona’s Service Station, 2200 
Dryades Street, CAnal 2794; Jennsen’s Day and 
Night Auto Wrecker Service, 3139 St. Claude Ave- 
nue, FRanklin 3181; and New Orleans Motor Co. 
Inc., 1801 Canal Street, GAlvez 4141. 

The Society has also been informed by Mr. Toye 
of the Yellow Cab Company that he has instructed 
the dispatchers to furnish immediately the phy- 
sicians with cabs when they call in. Mr. Morzloff 
is the day dispatcher and Mr. Reizer is the night 
dispatcher. It is hoped that the physicians will not 
abuse this service. 


NEWS ITEMS 

Dr. W. R. Buffington was recently elected coun- 
cilor of the Southern Medical Association. 

Dr. Joseph A. Danna was recently elected presi- 
dent of the Associated Catholic Charities. Dr. Leo 
J. Schoeny was re-elected treasurer of this organi- 
zation, 

Major W. Robyn Hardy was in New Orleans re- 
cently on a visit. 


Stanley Cohen was recently promoted to the rank 
of Major. Major Cohen is on foreign service and is 
chief of medical services of the hospital staff. 


Lt. Col. Charles B. Odom has been cited for the 
Legion of Merit medal as a result of his work with 
the wounded in the Sicilian campaign. 
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Capt. Paul L. Marks was recently assigned to 
foreign duty. 


Sherman S. Pinto entered military service dur- 
ing the month of August. He is a Captain in the 
U. S. Army and is stationed at Brownwood, Texas. 

The following letter was sent to the entire mem- 
bership of the Orleans Parish Medical Society: 

September 13, 1943. 
Dear Doctor: 

No doubt you are familiar with the proposed 
amendment to the Social Security Act, Senate Bill 
1161, which was introduced in the Senate on June 
3, 1943 by Senator Wagner for himself and Senator 
Murray. At the same time Representative Dingell 
introduced in the House of Representatives an 
identical measure, H. R. 2861. 

Senate bill 1161 is now in the hands of the Com- 
mittee on Finance of the Senate and is expected to 
come up for discussion this fall. It is by far the 
most dangerous proposal, from the standpoint of 
free economy, that has yet been made. 

This proposed legislation provides for the Gen- 
eral Welfare, with the Federal government doing 
the providing. This most recent of the “comfort” 
measures is designed to remove virtually all the 
hazards of living. Among other things, it makes 
provisions for free general medical, special medical, 
laboratory and hospitalization benefits for more 
than one hundred and ten million people in the 
United States. It would place in the hands of one 
man—the Surgeon General of the Public Health 
Service—the power and authority to hire doctors 
and establish rates of pay for doctors; to establish 
fee schedules for services; to establish qualifica- 
tions for specialists; to determine the number of 
individuals for whom any physician may provide 
service; to determine arbitrarily what hospitals or 
clinics may provide service for patients. In short, 
the bill, if enacted into law, would destroy the en- 
tire system of American medical care. 

The spectre of socialization “a la the German 
pattern” continues to haunt the land. On the one 
hand we see a powerful labor union urging public 
ownership of basic industries, while on the other, 
public servants are recommending public ownership 
of the medical profession. 

To finance the scheme, Social Security taxes on 
both employers and employees would be steeply in- 
creased. They would go to 6 per cent of wages up 
to $3,000 a year from each of these parties, as 
against the present 1 per cent from employees and 
4 per cent from employers. In other words a total 
of 12 per cent as against 5 per cent at the present 
time. However, federal, state and municipal em- 
ployees would pay a tax of only 34 per cent. Added 
to the already 20 per cent withholding tax this 
would amount to a sizeable slice of one’s income. 
The Surgeon General would, therefore, have at his 
disposal to be used as his judgment dictates, ap- 
proximately $3,000,000,000 collected annually from 
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the taxpayer. This is nearly as much as the total 
cost of maintaining the Federal government each 
year on the average from 1924-33. We are indeed 
a sick nation if we are willing to swallow such a 
pill. 

It does not seem possible that free American 
citizens want a one-man medical system any more 
than they want a one-man government. 

There are two steps to follow at the present 
time—1. Write your Senators and Congressmen 
for copies of these bills. Do not discuss the bills, 
merely ask for copies. 2. Use the accampanying 
booklet. Have 1, 3, 5, or more of your friends 
write their Senators and Congressmen for copies of 
these bills. 

During World War I the prohibition law was 
enforced while a large proportion of our boys were 
fighting on foreign soil, and unable to express 
themselves. Now while our boys are again on 
foreign soil fighting the foes of democracy, there 
are certain groups who are busily conniving to de- 
stroy our democracy. If these groups succeed in 
their efforts to socialize us, these boys will have 
fought in vain. 

It is a duty which a physician owes to himself, 
his profession and his colleagues, who are in mili- 
tary service and unable to defend their profession, 
to take a firm stand to prevent this legislation 
from being enacted into law, and to abolish any and 
all future foreign policies such as this from en- 
croaching upon our DEMOCRATIC way of living. 

Yours sincerely, 
H. B. Alsobrook, M. D., 


HBA:a President. 


P. S. A special meeting of the membership has 
been called for Monday, September 20th, at 8 p. m., 
in the Hutchinson Memorial Auditorium, 1430 Tu- 
lane Avenue, to outline a plan of procedure to de- 
feat this bill. 

Senators: 

Allen J. Ellender 
John H. Overton 
Congressmen: 

F. Edward Hebert 
Paul H. Maloney 


THE SPECIAL MEETING 

This special called meeting of the Orleans Parish 
Medical Society was held Monday, September 20. 
After several hours of discussion, the following 
resolution was unanimously adopted. It is earn- 
estly hoped that every parish and district society 
will likewise hold meetings to condemn this most 
pernicious bill. 

The Resolution 

WHEREAS, The proposals of Senate Bill 1161, 

introduced in the Senate on June 3, 1943 by Sena- 


tor Robert F. Wagner for himself and Senator 
James Murray, are of such magnitude and of such 


sinister menace that, practically, they are incom- 
prehensible to a right thinking American citizen; 
and 

WHEREAS, The processes proposed and the 
mechanisms indicated are designed to act as the 
catalyst in transforming a rapidly expanding Fed- 
eral bureaucracy into an all powerful totalitarian 
Federal control; and 

WHEREAS, Senate Bill 1161 provides, in addi- 
tion to numerous other measures, designed to re- 
move virtually all the hazards of living, medical 
and hospital benefits to approximately 110,000,000 
persons in the United States, and place in the hands 
of one man, the Surgeon General of the Public 
Health Service, the power and authority to hire 
doctors and establish rates of pay for doctors; es- 
tablish fee schedules for services; establish quali- 
fications for specialists; determine the number of 
individuals for whom any physician may provide 
service; and determine arbitrarily what hospitals 
or clinics may provide service for patients; and 

WHEREAS, An individual will be forced to ac- 
cept the physician assigned to him, subject to the 
Surgeon General’s selection or discretion, whether 
the physician is to the patient’s liking or not, re- 
sulting in a lower grade of medical service and 
lowering our standards of medical practice—the 
highest in the world; and 

WHEREAS, There are certain groups in Wash- 
ington who are busily conniving for socialized medi- 
cine while a large proportion of the doctors are 
serving in the armed forces and unable to defend 
their profession; and 

WHEREAS, These groups propose medical ex- 
periments for this country, in blissful ignorance of 
the vast new problem which the medical profession 
must solve, and fortunately is solving, before there 
can be any assurance of a healthy America in the 
future; and 

WHEREAS, Prior to the war, medical science 
had succeeded in making within our continental 
borders a sort of island of health, and the United 
States is practically rid of the most deadly mala- 
dies—malaria, typhoid, yellow fever, tuberculosis, 
plague and others too numerous to mention,—are 
either eliminated or under reassuring control; and 

WHEREAS, Records will show that, in: every 
nation where socialized medicine exists, the stand- 
ard of national health is far below ours, and far 
less progress is made in fighting and controlling 
disease; and 

WHEREAS, Our present American medical sys- 
tem, which permits an individual to select his own 
physician and medical service, has worked satis- 
factorily and has preserved that personal equation 
between patient and physician, and has produced 
health, happiness, and longer life for millions of 
American citizens; therefore be it 

RESOLVED, That we, as members of organized 
medicine in this community and State, oppose any 
radical schemes, such as the Wagner-Murray Sen- 
ate Bill 1161, for socializing medicine which, if 
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passed, would lower the standards of medical prac- 
tice and the grade of medical service rendered our 
patients; and 

BE IT FURTHER RESOLVED, That we go on 
record as opposing any other legislation, decree or 
mandate which will place the medical profession 
under Federal control and regimentation, denying 
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us and the public the privileges enjoyed under the 
American system of free enterprise and independ- 
ence; and 


BE IT FURTHER RESOLVED, That a copy of 
these resolutions be sent to our Senators, Congress- 
men and to the press, enlisting their support in the 
defeat of this bill. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 
East Baton Rouge 
Morehouse 
Orleans 
Ouachita 
Rapides 
Sabine 
Second District 
Shreveport 


Date 


Second Monday of 


Third Thursday of 


SENATE BILL 1161 

On June 3, 1943, Senator Robert F. Wagner, of 
New York, for himself and Senator James Murray 
of Montana, introduced in the Senate, Bill 1161. 

If the recommendations are enacted into law, 
they will destroy the private practice of medicine 
in the United States. 

Senate Bill 1161 makes provision for free general 
medical, special medical, laboratory and hospitali- 
zation benefits for more than one hundred ten mil- 
lion people in the United States. It proposes plac- 
ing in the hands of one man, the Surgeon General 
of the Public Health Service, the power and au- 
thority: 

1. To hire doctors and establish rates of pay, 
possibly for all doctors; 

To establish fee schedules for services; 
To establish qualifications for specialists; 

4. To determine the number of individuals for 
whom any physician may provide service; 

5. To determine arbitrarily what hospitals or 
clinics may provide service for patients. 


9 
2 
vO. 


The provisions are so sweeping that, if enacted 
into law, the entire system of American medical 
care would be destroyed. Immediately following 
are pertinent paragraphs of the Bill which create 
the machinery and provide the funds for these 
truly revolutionary procedures. 

The Bill provides for the establishment of a 
“Unified Social Insurance System.” It provides 
for tax payments from and insurance benefits for: 
(a) Practically every employed person in the 
United States; (b) every self-employed person. 

It is estimated that these provisions of the Bill 
would add approximately 25,000,000 persons to the 
37,000,000 now carrying social security cards. 


Second Wednesday of every month 
Second Tuesday of every month 


First Thursday of every month 
First Monday of every month 
First Wednesday of every month 


First Tuesday of every month 


Place 
Baton Rouge 
Bastrop 
New Orleans 
Monroe 
Alexandria 


every month 


every month 
Shreveport 


The Bill provides (Section 901) that: (a) every 
insured individual and (b) every dependent en- 
titled to benefits shall be entitled to receive gen- 
eral medical, special medical, laboratory and hos- 
pitalization benefits. Initially 30 days of hospit- 
alization is provided. If funds are available this 
can increased to 90 days each year. 

The Bill provides (Section 903) : 

“(a) The Surgeon General of the Public Health 
Service is hereby authorized and directed to take 
all necessary and practical steps to arrange for the 
availability of the benefits under this title. 

“(b) The Surgeon General shall periodically no- 
tify the Board of obligations incurred under con- 
tracts entered into by him in accordance with the 
provisions of this section and to whom such obli- 
gations obtain. Thereupon, the Board shall author- 
ize and certify disbursements from the Trust Fund 
to meet such obligations, and such certified dis- 
bursements shall be paid from the Trust Fund.” 

This council has no authority. The Surgeon 
General selects and appoints the members. It can 
advise. All authority and power are vested in the 
Surgeon General. This is the method by which 
sole responsibility for the medical care and hos- 
pitalization of more than 110,000,000 people is 
placed on one man, the Surgeon General of the 
Public Health Service. In such manner is created 
the machinery to place in the hands of one man, 
the Surgeon General of the Public Health Service, 
the expenditure of $3,000,000,000 annually. 

The Bill, if enacted into law, would provide gen- 
eral medical and special medical care, laboratory 
tests and hospitalization for approximately one 
hundred ten million people. The Surgeon General 
of the Public Health Service is authorized and in- 
structed to make such services available. 
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After two years of operation, approximately, and 
presumably after all doctors have been subdued, 
all hospitals taken over and the state control of 
medical education has been established, further ef- 
forts are to be made. 

The Bill provides (Section 912): 

“The Surgeon General and the Social Security 
Board jointly shall have the duty of studying and 
making recommendations as to the most effective 
methods of providing dental, nursing, and other 
needed benefits not already provided under this 
title, and as to expected costs for such needed bene- 
fits and the desirable division of the costs between 
(1) the financial resources of the social-insurance 
system and (2) payments to be required of bene- 
ficiaries receiving such benefits, and shall make 
reports with recommendations as to legislation on 
such benefits not later than two years after the 
effective date of this title.” 


The Surgeon General is to find a way to provide 
Nursing Service and Dental Care. 

Under the American system, American medicine 
and American doctors have developed the most ef- 
fective and the most widely distributed medical 
care that has ever been provided for any compar- 
able number of people anywhere at any time. 

Free men, with fearless minds, progressively pro- 
vided a higher and higher quality of medical care. 
This better and better medical care has been con- 
tinuously more widely distributed and made more 
generally available. Many of the great historical 
killing diseases have been conquered; practically 
all of the most deadly of the others are being 
brought under control. 

Plans are being made and steps are being taken 
to bring to every American more effective medi- 
cines and medical procedures than were ever be- 
fore known or imagined. 

State medicine, political control of medical serv- 
ice, always has meant, always will mean, for the 
mass of people medical care through and by physi- 
cians who are politically amenable rather than by 
those with superior abilities and skills. 

For the doctor State medicine means abject slav- 
ery; the necessity of catering to the ward com- 
mitteeman or the precinct captain rather than to 
the needs of the human beings who are his pa- 
tients. 

The doctors of the United States are faced with 
a realemergency. If they understand—if they are 
informed—and will inform their legislators and 
their patients, they will became the final deciding 
factor in the settlement of the issue. 

There are two choices: (1) They can demand a 
continuation of the practice of medicine under the 
Christian concept of the sanctity of human per- 
sonality—the American way—with continuing prog- 
ress in the science of medicine and the art of med- 
ical practice; or (2) they can refuse to be con- 
cerned and refuse to assume their part of the re- 
sponsibility. The result will be the sacrifice of 
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their medical heritage, becoming mere pawns of 
politicans, the forfeiture of self-respect and inevi- 
table deterioation. 

The decision means free men or slaves! 


Dr. C. C. de Gravelles, 
New Iberia. 
BI-PARISH MEDICAL SOCIETY 

The Bi-Parish Medical Society met with Dr, 
Glenn J. Smith and Staff in the East Louisiana 
State Hospital. After a bounteous repast pre- 
pared by Miss Corey and assistants, the Society ad- 
journed to the staff room for the Scientific and 
Business Program. 

Dr. W. A. Sorrenson of Jackson, La. and Drs. 
Mary R. Niebergall and P. A. Niebergall were 
elected members of our Society. The Scientific 
program was presented by Drs. Wilkinson, Smith 
and Robards, who demonstrated with patients dif- 
ferent phases of insanity. This presentation was 
appreciated by all present. 

The Society adjourned to meet with Dr. M. A. 
Walker and Staff at Angola, Louisiana in the State 
Penitentiary Hospital the first Wednesday in De- 
cember at 5 p. m, 

Dr. G. J. Smith, Pres. 
Dr. E. M. Toler, Secy. 


NEWS ITEMS 

The Tulane University Medical School Base Hos- 
pital No. 24, after thirteen months at Fort Benning, 
sailed from New York and have now arrived in 
North Africa. Lt. Colonel Mims Gage was detached 
from the Unit and made surgical consultant for the 
Fourth Service Command. Lt. Colonel Roy Turner 
was also detached and put in charge of medical 
service at the Lawson General Hospital. 


The University of Louisiana Medical Center 
Base Hospital No. 64, after being mobilized for 
many months in this country, has been reported as 
arriving in North Africa. 


Lt. Colonel Charles B. Odom, who for some years 
was resident surgeon at the Charity Hospital, New 
Orleans, is now attached as special surgeon to the 
Staff of Lt. General George Patton. He recently 
was cited for the Legion of Merit medal as a result 
of his activities in the Sicilian campaign. Colonel 
Odom was originally with the Louisiana State Uni- 
versity Unit, but was detached and eventually ob- 
tained his present position. 


The Association of Military Surgeons of the 
United States will meet in Philadelphia, October 
21-23. Lt. General Sir Alexander Hood, director 
general of the British Army Medical Services, will 
be in attendance, together with the director gen- 
eral of the Royal Canadian Army and many other 
distinguished medical officers of the Allied Forces. 
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The 75th Liberty ship built by the Delta Ship- 
building Company was given the name of Joseph 
Goldberger. Dr. Goldberger’s outstanding and 
trail blazing work in the field of nutrition thus 
receives further recognition. Dr. Goldberger mar- 
ried a New Orleans woman, and his son, Dr. Joseph 
Herman Goldberger, who is now in El Reno, Okla- 
homa, graduated from Tulane University in 1935. 


AMERICAN BOARD OF OBSTETRICS 

The next written examination and review of 
case histories (Part I) for all candidates will be 
held in various cities of the United States and Can- 
ada on Saturday, February 12, 1944 at 2:00 p. m. 
Candidates who successfully complete the Part I 
examination proceed automatically to the Part II 
examination held later in the year. All applica- 
tions must be in the office of the Secretary by 
November 15, 1943. 


NEW DIRECTOR OF THE CHILD GUIDANCE 
CENTER 

Rabbi Emil Leipziger, president of the board of 
the Child Guidance Center, has announced the ap- 
pointment of Dr. Milton Kirkpatrick as executive 
Dr. Kirkpatrick is 
a psychiatrist who has been interested for many 
years with problems of childhood maladjustment. 
Prior to his accepting this position in New Orleans, 
he was director of the division on community 
clinics of the National Committee for Mental Hy- 
giene. At one time he was psychiatrist for the 
juvenile court in Cleveland; he held a Rockefeller 
Foundation fellowship at the Institute of Child 
Guidance in New York; he was a member of the 
American Psychiatrist Association, and he is a 
diplomat of the American Board of Neurology and 
Psychiatry. 

Dr. Kirkpatrick succeeds Dr. Martha MacDonald 
who has accepted a position in the Children’s Bu- 
reau in Washington. The board of the Child Guid- 
ance Center is particularly fortunate in having ob- 
tained the services of a nationally known psychi- 
atrist and one who has been interested in child psy- 
chiatry for many years. 


director of this organization. 


UNITED STATES PUBLIC HEALTH SERVICE 


P. A. Surgeon Robert C. Morrey has been relieved 
from duty in New Orleans and sent to Washington, 
D.C. P. A. Surgeon David B. Wilson has been 
relieved from duty in Jackson, Miss. and ordered 
to Public Health Service District No. 4 in New Or- 
leans. Asst. Surgeon William D. Brand, Asst. 
Surgeon W. L. Bunch, Asst. Surgeon John K. 
McBane, and Asst. Surgeon D. W. Slagle have been 
ordered to Marine Hospital, New Orleans. P. A. 
Surgeon H. J. Nagler has been ordered from New 
Orleans, to Mobile, Ala. 
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REPORTED CASES OF SYPHILIS UP 21 
PER CENT 


An increase of 21 per cent in number of persons 
with syphilis reported as seeking treatment in fis- 
cal 1943 as compared with fiscal ’42 is indicated in 
reports of State and Territorial health depart- 
ments, according to an estimate for the whole of 
fiscal ’43 based upon the first six months of the 
year. Both doctors and clinics participated in the 
reported increase; physicians reported 212,000 
cases (36,000 more than 1941, last peacetime year) 
while clinics reported about 378,000 (60,000 more 
than 1941). Considerable part of the increase in 
reported cases arises from cases uncovered and 
brought to treatment as a result of routine blood 
tests made by Selective Service and as a part of 
premarital and prenatal examinations. Serologic 
tests have increased by 53 per cent as a result of 
these mass testing programs. Reports of the States 
on gonorrhea indicate almost 300,000 new cases re- 
ported for fiscal ’43, an increase of 28.3 per cent 
over fiscal ’42. Tests increased 10 per cent and dis- 
tribution of sulfonamide tablets almost 70 per cent. 
(V. D. War Letter, Aug. 31, 1943). 


PEGLER SAYS 


Ir a recent column in the New Orleans States, 
Westbrook Pegler discussing vitamins paid indi- 
rect tribute to the physician: 

“People must be buying them (vitamins) in enor- 
mous quantities and in their various guises or the 
promoters would not have the money to maintain 
the propaganda, but I think you will agree that 
there has been no perceptible reinvigoration of the 
whole public and I dare say that we should not be 
perceptibly worse off for their total repudiation 
except under the doctor’s orders. 

“There is also an insistent appeal to all of us to 
dope ourselves with certain cures for the headache 
which is not an illness of itself but a symptom, 
usually to be endured briefly and cured by natural 
processes, or otherwise, to be investigated by a 
physician.” 


SHORTAGE OF NURSES 

The attached statement has been issued by the 
Directing Board of War Manpower Commission’s 
Procurement and Assignment Service for Physi- 
cians, Dentists, Veterinarians, Sanitary Engineers, 
and Nurses. The Directing Board would appre- 
ciate your cooperation in calling to the attention of 
members of your profession the important prob- 
lems discussed in the statement. 

A critical shortage of nurses exists. 
the facts: 

Over 36,000 nurses are now with the armed 
forces and the Red Cross has accepted responsibility 
for the recruitment of an equal number by June 30, 
1944. Our men are receiving skilled medical care 
of a high order as shown by the high percentage of 
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recovery from injury. Skilled nursing is an im- 
portant factor in such care. Then, too, the very 
presence of nurses near the bases of military oper- 
ations has repeatedly been described as a potent 
force in maintaining morale. 

There has been an unprecedented increase in the 
use of civilian hospitals. Hospitals gave fourteen 
and a quarter million more days of care in 1942 
than in the preceding year and the trend still is 
definitely upward. This is in keeping with the 
rapid growth of the Blue Cross (group hospitali- 
zation) plans and the Children’s Bureau hospitali- 
zation program for the care of the families of serv- 
ice men. 

Nursing is essential to the nation’s health. The 
National Nursing Inventories (of nursing re- 
sources) of 1941 and 1943, by the U. S. Public 
Health Service, offer a comparison of data for the 
two years. 

TABLE I 
NATIONAL NURSING INVENTORIES 
1941 1943 
Total returns 289,286 259,174 
Active 

Institutional 

Public Health 

Industrial 

Private duty 

Other 
Inactive but available 

for nursing 


77,704 
18,900 
11,220 
44,299 
18,476 


38,746 (of these 
23,576 are 
married and 

under 40) 

Inactive, not available 
90,979 
In Nurse Corps of Army 
and Navy 


49,829 


6,371 over 36,000 (precise 
data not 
available) 


The total number of nurses graduated in the two 
years is well in excess of the number withdrawn 
for military service; this fact is not apparent in 
the inventory. The returns are apparently incom- 
plete. Active nurses who did not return their ques- 
tionnaires apparently did not realize the profound 
importance of the information requested. This in- 
formation is the basis for present planning and 
safeguarding the future. 

The relatively small decrease in the number of 
institutional nurses is much less significant than 
the increased use of hospitals in creating the seri- 
ous shortage of nurses. The increased number of 
nurses in industrial nursing is, of course, not sur- 
prising. 

Here is the program of the new Nursing Divi- 
sion of the Procurement and Assignment Service. 
The Red Cross recruitment committee are pledged 
to recruit 36,000 nurses this year. The new divi- 
sion will (1) determine the availability for mili- 
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tary service or essentiality for civilian service of 
all nurses eligible for military service and submit 
such determinations to the American Red Cross 
for use in procurement of nurses for the Armed 
Forces; (2) promote plans for maximum utiliza- 
tion of full-time nurses and those who are able to 
serve only part time; (3) develop and maintain a 
roster of all graduate registered nurses, and (4) 
develop and encourage sound methods of supple- 
menting the work of nurses with non-professional 
personnel, 

Through the War Manpower Commission, nurs- 
ing will not only have the benefit of the experience 
of medicine in the procurement and assignment of 
physicians, but means will be found to interpret 
wartime nursing to physicians and their coopera- 
tion secured in effecting desirable wartime adjust- 
ments. 


INFECTIOUS DISEASES IN LOUISIANA 

For the week ending August 7, pulmonary tuber- 
culosis was the only disease that occurred in num- 
bers greater than 10 which were listed in the 
Weekly Morbidity Report for the State of Louisi- 
ana. There were 49 such cases reported. Of the 
rarer conditions, four cases of poliomyelitis were 
reported, two from Caddo and two from Orleans 
Parish. Six cases of typhus fever were listed for 
this week. The following week which ended August 
14 there were recorded 47 cases of pulmonary tu- 
berculosis, 16 of bacillary dysentery, 13 each of 
mumps and whooping cough, 11 of malaria. Seven 
cases of poliomyelitis were listed this week, all 
from the northern part of the state. Eight cases 
of diphtheria were likewise listed. Listed among 
“other diseases” were 23 cases of unclassified pneu- 
monia. For the week which came to an end August 
21, 69 cases of pulmonary tuberculosis were listed, 
22 of measles and 10 of diphtheria. This week six 
cases of poliomyelitis were listed and six of typhus 
fever. For the week of August 28, the monthly 
report of venereal diseases appeared. For the 
month there were reported 361 cases of syphilis, 
507 of gonorrhea, 16 of lymphopathia venereum, 
and 76 of chancroid. Other diseases occurring in 
numbers greater than 10 include 27 cases of pul- 
monary tuberculosis, 13 of bacillary dysentery, and 
10 of malaria. Only two cases of polio were re- 
ported this week. For the week which closed Sep- 
tember 4 apparently there was an epidemic of food 
poisoning, because 150 cases were listed. There 
were also 36 cases of pulmonary tuberculosis. Only 
one instance of poliomyelitis was recorded and 
three of typhus fever in this particular week. 


HEALTH OF NEW ORLEANS 
The Bureau of the Census, Department of Com- 
merce, reports that for the week ending August 7 
there were 139 deaths in the City of New Orleans 
as contrasted with 161 the previous week. These 
deaths were divided 88 white, “all others” 51. For 
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the week which ended August 14 there were 143 
deaths, 100 white, 43 all others, with 18 of the 
deaths occurring in children under one year of 
age. The week ending August 28 found 150 people 
dying in the city, 104 of whom were white and 11 
of whom were children. This is somewhat above 
the three year average for the corresponding week. 
For the week which ended on September 4 there 
were 145 deaths, apportioned 88 white, 57 all others, 
with only 8 deaths in children under one year of 
age. This death rate is somewhat higher than 
usual, the three year average for this correspond- 
ing week being only 109. 


THEY BUILT THE SOUTH* 

Historians often err in overemphasizing the im- 
portance of statesmen and soldiers to the progress 
of mankind. Doctors have done as much for the 
development of Louisiana as politicians. In con- 
quering tropical diseases, Louisiana first became 
liveable and affluent. 

In that select company of physicians, Dr. Stan- 
ford E. Chaille is included. He was born in Natch- 
ez, July 9, 1830, the only child of William Hamil- 
ton and Mary Stanford Chaille. 

As early as 1396 and for many years thereafter 
the Chaille family provided Portiers, France, with 
leaders and officials. In 1650 one branch of this 
ancient Catholic family became Hugenots, and 
Pierre Chaille, during a period of religious persecu- 
tion, escaped to England and then migrated to Bos- 
ton. Pierre’s son, Moses, settled in Maryland and 
to Moses, Stanford Chaille traced his 
Three of Dr. 
were soldiers in the war 
father and mother were born in Maryland and 
emigrated to Natchez in 1819. His father died 
when he was six and his mother when he was 14. 

Stanford, an only child, was educated under pri- 
vate tutors until his mother’s death. She appointed 
as her son’s guardian, Hubbard Emerson of Mass- 
achusetts, her husband’s closest friend and her 
son’s godfather. 


ancestry. 
Chaille’s four great-grandfathers 
for independence. His 


Studied Abroad 

Stanford made his home with his guardian who 
became his second father. He entered Philadelphia 
academy at South Andover and upon his graduation 
became a student at Harvard college, receiving the 
degree of A. B. in 1851. He began the study of 
medicine at the University of Louisiana (now Tu- 
lane) in 1851, graduated in 1853 and returned to 
Harvard to receive his M. A. degree in 1854. 

During his studies at Tulane, Dr. Chaille was 
resident student in the New Orleans hospital and 
resident physician at the United States Marine hos- 
pital. He served as physician to the Circus (Ram- 
part Street Infirmary), for many years was co- 
editor of the New Orleans Medical and Surgical 
Journal and demonstrator of anatomy at Tulane. 
In 1850 he was a student in Paris in the laboratory 


DR. STANFORD EMERSON CHAILLE 


of Claude Bernard, world-famous physiologist. He 
renewed his studies in Paris in 1866. 

Dr. Chaille was twice married, in 1857 to Laura 
E. Mountfort, who died a year later leaving one 
daughter, Mary Laura; in 1863 to Mary Louise 
Napier of Macon, Ga., who died in 1873. 

During the War Between the States, Dr. Chaille 
volunteered as a private of the New Orleans Light 
Horse. He became acting surgeon general of Lou- 
isiana, surgeon and medical inspector of the Army 
of Tennessee on the staff of General Braxton Bragg 
and surgeon in charge of army hospitals in Atlanta. 
He was captured in 1865, paroled and returned to 
New Orleans, to resume his old duties at the uni- 
versity where he also served as lecturer on obstet- 
rics and professor of physiology and pathological 
anatomy. 


Appointed Dean 

In 1878, Dr. Chaille was chosen to deliver one 
of the 10 addresses on medical jurisprudence before 
the International Medical Congress in Philadelphia. 
He was appointed by the United States Congress as 
one of 12 experts to investigate the yellow fever 
epidemic of 1878 and was later chosen president 
of the Havana yellow fever commission. He was 
commissioned civilian member of the national board 
of health in 1885 by President Chester A. Arthur 
and continued to serve in that capacity until the 
commission was abolished by Congress in 1893. 

He was chosen dean of the medical department 
of Tulane university in 1885 and professor of phy- 
siology, hygiene and pathological anatomy in 1889. 
He represented Louisiana on a committee that or- 
ganized the Pan-American Medical Congress in 
1891. 
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Dr. Chaille’s contributions to medical literature 
were voluminous. 

He was the physician and confidant of Jefferson 
Davis, his most honored friend in prosperity and 
adversity. He attended the Confederate president 
in last illness in 1889. 

Dr. Chaille was a thorough student of yellow fe- 
ver epidemics from 1850 until his death, May 27, 
1911. As chairman of the committee on state medi- 
cine in the Louisiana State Medical Society he was 
largely responsible for changes in the Louisiana 
Constitution of 1879 that authorized state medicine. 

*Republished through the courtesy of Mr. Clay- 
ton Rand and the Times Picayune. 


DS RMR. 
DR. HECTOR E. BERNADAS 
(1879 - 1943) 

One of the most popular and best liked members 
of the State Society died rather suddenly in New 
Orleans on September 22. Dr. Bernadas had been 
sick for several years, but was up and about and 
leading a somewhat restricted life. His death was 
totally unexpected. 

Dr. Bernadas has been one of the most active 
workers in organized medicine in the state. He 
was at one time vice-president of the Orleans Parish 
Medical Society and was president of that organi- 
zation in 1919 and 1920. Dr. Bernadas was first 
elected a delegate to the State Medical Society in 
1917 and held office continually until his death. 
For three years he was chairman of the House of 
Delegates. He was elected councilor of the First 
District in 1925, which position he occupied at the 
time of his demise, and was Chairman of the Coun- 
cil from 1926 on. 

The Parish and State Medical Societies lose one 
of their most illustrious workers in the passing of 
this splendid character. In addition to his loss to 
organized medicine, Dr. Bernadas leaves behind him 
a host of good friends and grateful patients. 


DR. RUFUS E. APPLEWHITE 
(1880 - 1943) 


Dr. Rufus E. Applewhite of Winnsboro was born 
in Tylertown, Mississippi in 1887. He attended 
Mississippi State University, and graduated in 
medicine from the Memphis Hospital Medical Col- 
lege in 1913. He later took up post-graduate work 
at Tulane University. He did private practice in 
Watson, Arkansas until 1928, when he accepted a 
position as Public Health doctor of Franklin Par- 
ish. At the time of his death, on May 3, 1943, Dr. 
Applewhite was Secretary-Treasurer of the Frank- 
lin Parish Medical Society. 

DR. HENRY LARKIN GREEN 
(1880-1943) 

Dr. Henry L. Green was born in Oakland, Louisi- 
ana in 1880. His preliminary education was re- 
ceived at the public schools in Union Parish and 
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Mt. Lebanon College in Bienville Parish. He re. 
ceived his B. S. degree from Louisiana State Uni- 
versity in 1906 and graduated in medicine in 1914 
from the University of Pennsylvania. He interned 
at the Chestnut Hill Hospital in Philadelphia. Dr, 
Green has practiced in Shreveport since his intern- 
ship and specialized in internal medicine. He was 
on the staff of the Tri-State Hospital and was a 
medical examiner for the draft board. Dr. Green 
was a member of the Louisiana State Medical So- 
ciety since 1917, and died in Shreveport on June 
22, 1943. 


DR. D. FREDERICK WAIDE 
(1883 - 1943) 

Dr. D. Frederick Waide was born in Nicholas- 
ville, Kentucky in 1883. He graduated in medicine 
from the University of Louisville in 1908, and did 
postgraduate work at Tulane University. At the 
time of his death on September 14, 1943, he was 
Secretary-Treasurer of the Second District Medical 
Society. 


OEE RR 
WOMAN’S AUXILIARY 


The following are the officers of the Woman’s 
Auxiliary to the Louisiana State Medical Society 
for 1943-1944: 


Officers 

President—Mrs. George J. Taquino, 18 Fontain- 
bleau Drive, New Orleans. 

President-elect—Mrs. Rhodes Spedale, Plaque- 
mine. 

First Vice-President—Mrs. W. R. Harwell, 715 
Elmwood, Shreveport. 

Second Vice-President—Mrs. A. D. Tisdale, Riv- 
erside Sanitarium, Monroe. 

Third Vice-President—Mrs. D. B. Barber, Pine- 
ville. 

Fourth Vice-President—Mrs. Thos. Richardson, 
Minden. 

Treasurer—Mrs. Paul Lacroix, 3122 State Street 
Drive, New Orleans. 

Recording Secretary—Mrs. E. Ellender, Houma. 

Corresponding Secretary—Mrs. Waldemar Metz, 
2437 Jefferson Avenue, New Orleans. 

Chairmen of Standing Committees 

Archives—Mrs. Jerome E. Landry, 2336 Milan 
Street, New Orleans. 

Bulletin—Mrs. Cassius L. Peacock, 8415 S. Clai- 
borne Avenue, New Orleans. 

Cancer Control—Mrs. Edmond Souchon, 3136 Oc- 
tavia Street, New Orleans. 

Doctor’s Day-—Mrs. C. R. Gowen, 5900 Line Ave- 
nue, Shreveport. 

Entertainment for Men in Service—Mrs. Arthur 
D. Long, Jr., 1367 Steele Blvd., Baton Rouge. 

Exhibits—Mrs. Donovan C. Browne, 4920 St. 
Charles Avenue, New Orleans. 

Finance—Mrs. Carl Young, 1811 Jahncke Ave- 
nue, Covington. 
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Historian—Mrs. Edward C. Melton, Plaquemine. 

Hygeia—Mrs. Robt. W. O’Donnell, 117 Stone 
Avenue, Monroe. 

Indigent Widows—Mrs. Aynaud Hebert, 2013 
Napoleon Avenue, New Orleans. 

Organization—Mrs. B. C. Garrett, 4700 Fair- 
field, Shreveport. 

Parliamentarian—Mrs. M. H. Foster, 1316 Al- 
bert, Alexandria. 

Press and Publicity 
Hammond. 

Printing—Mrs. Willard Wirth, 402 Vincent Ave- 
nue, New Orleans. 

Program—Mrs. DeWitt Milam, 1704 Island Drive, 
Monroe. 

Public Relations—Mrs. John 
chartrain Blvd., New Orleans. 

Red Cross—Mrs. Clarence B. Erickson, 423 Hern- 
don Avenue, Shreveport. 

Revision of By-Laws—Mrs. C. Grenes Cole, 4938 
St. Charles Avenue, New Orleans. 


Mrs. M. C. Wiginton, 


S. Dunn, 8410 Pont- 


Councilors 

First District—Mrs. Daniel J. Murphy, 127 S. 
Solomon Street, New Orleans. 

Second District—Mrs. Daniel N. Silverman, 47 
Versailles Blvd., New Orleans. 

Third District—Mrs. C. C. deGravelles, 
Iberia. 

Fourth District—Mrs. R. T. Lucas, 535 Perre- 
mont Road, Shreveport. 

Fifth District—Mrs. A. G. McHenry, 1910 River- 
side Drive, Monroe. 

Sixth District—Mrs. A. W. Martin, 902 Vir- 
ginia Avenue, Bogalusa. 

Seventh District—Mrs. J. D. Frazar, DeRidder. 

Eighth District—Mrs. H. O. Barker, Horse Shoe 
Drive, Alexandria. 


New 


OUACHITA PARISH MEDICAL SOCIETY 

Seated at a beautifully appointed table, fragrant 
with clematis overflowing from an immense crystal 
bowl, members of the Women’s Auxiliary to the 
Ouachita Parish Medical society met for luncheon 
in the Butterfly room of the Frances Hotel last 
week following a period of inactivity. 

Mrs. P. L. Perot, the president, presided and in- 
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troduced the speaker, Mrs. Clifford Johnson who 
read an excellent article on “Doctors’ Wives Or- 
ganize for War Service.” 

The new officers were all present on this occa- 
sion and were introduced as follows: President 
elect, Mrs. A. B. Gregory; first vice-president, Mrs. 
F. C. Bennett; second vice-president, Mrs. D. M. 
Moore; treasurer, Mrs. A. D. Tisdale; recording 
secretary, Mrs. H. V. Collins; corresponding secre- 
tary, Mrs. I. J. Wolff; publicity, Mrs. W. L. Ben- 
del; historian, Mrs. J. E. Walsworth; parlia- 
mentarian, Mrs. R. W. O’Donnell. 

Those present were: Mesdames Prentice Gray, 
J. B. Vaughan, K. W. Brown, R. W. O’Donnell, A. 
G. McHenry, Marvin Meengs, DeWitt Milam, 
Wyatt C. Simpson, A. H. Cannon, S. W. Shelton, 
Clifford U. Johnson, Lenard L. Shlenker, Henry E. 
Guerriero, A. D. Tisdale, J. Q. Graves, P. L. Perot, 
H. V. Collins, F. C. Bennett, G. A. Varino, John 
Pracher, G. T. Gallaspy, A. L. Peters, A. B. Gre- 
gory, C. P. Gray, Sr., D. M. Moore, and W. L. 
Bendel. 


I was disappointed not to have had anything for 
the Journal last month but due to the inactivity of 
the Auxiliaries during the summer months there 
was nothing to report. 

Just having returned from a trip east where I 
have been for the past month attending special 
clinics, along with the Doctor, I had the privilege 
of meeting a number of doctors’ wives from all 
over the country and even though they are not 
active in Auxiliary work, due to their moving 
around so frequently, they are doing a preat 
amount of work in various Red Cross and defense 
organizations. We want them to know how proud 
we are of them and of the work they are doing and 
the cheerful manner in which they are carrying on 
under many obstacles and inconveniences. We, 
who are left behind, shall endeavor to do our part 
in the same way and with more determination than 
ever to keep our Auxiliary functioning in such a 
way that they too can be proud of us. 

With each one of us assuming our full responsi- 
bility, concientiously, it can—and will be done. 

Mrs. Marquis C. Wiginton, 
Publicity Chairman. 





BOOK REVIEWS 


Allergy Anaphylaxis and Immunotherapy: By Bret 
Ratner, M. D. Baltimore, The Williams & Wil- 


kins Company, 1943. Pp. 334. Price, $8.50. 

Clinically, the responses of immunity and hy- 
persensitiveness appear to be sharply delimited the 
one from the other. In point of fact an infinity of 
gradations is present linking these two extremes 
hence a book dealing with allergy and immunother- 
apy is perfectly logical. 


The first section of the book deals with the prin- 


ciples and practice of immunotherapy. A complete 
description is given of the materials used in diag- 
nosis, prophylaxis and therapy of infectious dis- 
eases; agents are then considered in a wealth of 
practical clinical detail. 


Far and away the most comprehensive survey of 
serum disease the reviewer has seen is to be found 
in the second portion of the book which deals with 
allergy to immunotherapeutic agents. One would 
not have believed it possible for 145 pages of care- 
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fully thought out text to be devoted to this topic. 
This portion of the book has chapters on reactions 
from blood transfusions and on drug allergy. A 
brilliant survey of the physiological pathology of 
the allergic state closes the book. 

This text should have its greatest appeal to those 
who treat infectious disease but it can be highly 
recommended to the allergist as well. 

VINCENT J. DerBes, M. D. 
Blood Groups and Transfusion: 

Wiener, A. B., M. D., 3d ed. 

nois, Charles C. Thomas, 1943. 

Price, $7.50. 

This book has been brought up-to-date and the 
author has well summarized our knowledge con- 
cerning the theories, technics of blood grouping, 
technics of transfusion, and has assembled the 
essential facts concerning the transfusion of whole 
blood, plasma, and serum. 

In this edition two new chapters have been added; 
one dealing with the transfusion of stored blood 
and blood substitutes, and the other with the re- 
cent discovered Rh factor and its role in erythro- 
blastosis fetalis. 

Since the book has been brought up-to-date and 
the subject presented in such a way that it is 
readable to those unacquainted with the subject it 
should be added to the increasing reference reading 
list. 


By Alexander S. 
Springfield, Illi- 
Pp. 438, illus. 


REYNOLD PATZER, M. D. 
Textbook of Gynecology: By Arthur Hale Curtis, 

M.D. 4th ed. reset. Philadelphia, W. B. Saun- 

ders Co., 1942. Pp. 720, illus. Price, $8.00 

The fourth edition of Curtis’ Gynecology has 
been completely reset. Many changes and rear- 
rangements have been made. 

The chapter on pelvic and peroneal anatomy has 
been elaborated upon. The chapter on gonorrhea 
has been largely rewritten to include newer 
methods of culture of gonococci and revolution- 
ized therapy with sulfa drugs. 

A great deal has been added to the chapter on 
uterine myoma and the chapter on carcinoma of 
the cervix more clarified and simplified. The sec- 
tion on ovarian tumors has been completely reset. 

The text is beautifully and clearly illustrated, 
particularly the illustrations of the technic of radi- 
cal operations. 

ADOLPH Jacoss, M. D. 





An Atlas of the Basal Ganglia, Brain Stem and 
Spinal Cord: By Henry Alsop Riley, M. A., M. 
D. Baltimore, The Williams & Wilkins Com- 
pany, 1943, pp. xi + 708; plates 259. Price, 
$13.50. 

This atlas is a collection of fully labeled photo- 
graphs of Weigert-stained sections of the spinal 
cord and brain. The original preparations are of 
exceptionally fine quality, and both the photog- 
raphy and photo-engraving process have done jus- 
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tice to them. Most of the plates measure about 
742x9% inches, the photographs having been made 
at enlargements sufficiently great to bring out all 
the features of interest in preparation of this char- 
acter. In addition to the more accustomed trans- 
verse sections, horizontal and sagittal sections of 
the brain are included. Key plates, photographs 
of the gross specimens marked by lines indicating 
levels, supply a helpful guide to orientation of the 
brain sections. Each plate is labeled by lettering 
overlaid on the indicated structures, the lettering 
being an ingeniously abbreviated code to the names, 
as listed on a facing page. An alphabetical “List 
of structures,” arranged according to the abbrevia- 
tions used in labels, covers 171 pages. In this list 
the structures are concisely characterized. The 
volume concludes with a bibliography of six pages, 
HAROLD CUMMINS, Ph. D. 
Human Neuroanatomy: By Oliver S. Strong and 

Adolph Elwyn. Baltimore, The Williams & Wil- 

kins Company, 1943. Pp. x + 417; figs. 320. 

Price, $6.00. 

It is a significant indication of the status of 
neuroanatomical text-books that the present volume 
is the fourth new text on the central nervous sys- 
tem to appear within about a year. This demand 
is evidently created by lack of general satisfaction 
with texts in the field. Students face major diffi- 
culties in their efforts to gain a working knowledge 
of the subject; the time that can be devoted to it is 
short; the subject matter, even when reduced to es- 
sentials, is intricate. The success of a text-book can 
be measured only by actual trial, to determine how 
effectively it helps the student through these 
difficulties. An examination of Strong and EI- 
wyn’s text suggests that it is at least as promising 
as others now available. Only use in the hands of 
students can show whether the book is superior. 

The long teaching experience of the authors 
places them in a favorable position to become ac- 
quainted with the needs of subject matter and 
methods of presentation adapted “to give the stu- 
dent and physician a thorough and clear presenta- 
tion of the structural mechanisms of the human 
nervous system together with some understanding 
of their functional and clinical significance.” 

The first seven chapters are devoted to basic 
structural and functional considerations, largely in 
relation to individual neurones and the supporting 
tissues. Chapter VIII deals with meninges and 
cerebrospinal fluid. Chapter IX is a description 
of the gross and minute anatomy of the spinal 
cord, and Chapter X considers its fiber tracts. 
Chapter XI is a description of the peripheral por- 
tions of the autonomic system. Chapter XII is a 
general description of the brain; the succeeding 
eight chapters are devoted to detailed descriptions 
of the brain components—a chapter each on me- 
dulla, pons, mesencephalon, cerebellum, dienceph- 
alon and striate body, cerebral hemispheres, cere- 
bral cortex, blood supply of brain. The illustra- 








Book Reviews 175 


tions are well chosen and instructively designed. 
The style is clear and direct. Functional aspects 
are emphasized, though from this standpoint the 
organization of subject matter is at some points 
unfortunate; for example, spinal tracts are pre- 
sented in detail before the reader has gained in- 
formation of their significance as links in func- 
tional pathways. 
HAROLD CUMMINS, Ph. D. 





Physiology in Aviation: By Chalmers L. Gemill, 
B. S., M. D. Springfield, ill., Charles C. Thomas, 
1943. Pp. 129. Price, $2.00. 

This small handbook contains the material cov- 
ering the Lectures in Physiology given in the 
School of Aviation Medicine, Naval Air Station, 
Pensacola, Florida. It is, in general, an excellent, 
short account of the physiology of respiration and 
circulation and the effects of altitude and flying 
on these systems Chapters on the temperature 
control of the body and the physiology of muscular 
exercise, as well as a particularly fine discussion 
of instrument flight, are also included. 

By way of minor criticism, it would seem that 
the chemoreceptors of the aortic bodies should have 
been included in the discussion of the chemical con- 
trol of respiration, in addition to the cartoid bodies. 
The second paragraph on page 69 contains con- 
flicting statements as to the barometric pressure at 
34,000 feet. 

HYMEN S. MAYERSON, Ph. D. 

Diseases of the Nose, Throat and Ear: By William 
Lincoln Ballenger, M. D., F. A. C. S. and Howard 
Charles Ballenger, M. D., F. A. C. S. 8th ed. 
rev. Philadelphia, Lea & Febiger, 1943. Pp. 975, 
illus. Price, $12.00. 

A revision of the old Ballenger with elimination 
of the obsolete and addition of the newer methods 
and technics again makes this eighth edition a most 
valuable asset for the otolaryngological student. 

Various chapters have been contributed by dif- 
ferent authors who excell in their particular sub- 
jects, adding much to the value of this work. 

Unfortunately, however, gross errors occasion- 
ally oceur in work of this magnitude which may 
be of considerable significance. Such an error has 
been made in describing the technic of the Lynch 
frontal operation. 

The erroneous statement is made that in the 
Lynch operation the periosteum over the frontal 
plate of the frontal bone is elevated. If this de- 
scription is followed by the uninitiated, the final 
results will be very disappointing. One wonders if 
many other errors or mis-statements are included 
in the remainder of the text. 

F. E. LEJEUNE, M. D. 





A Manual of Otology, Rhinology, and Laryngology: 
By Howard Charles Ballenger, M. D., F. A. C. S. 
2d ed. enl. & rev. Philadelphia, Lea & Febiger, 
1943. Pp. 334, illus. Price, $4.00. 


This book has always been held in high esteem. 
It is a very valuable outline of ear, nose and 
throat diseases. 

This second edition is as concise as the first and 
differs only slightly from it. New conditions, as 
aviation sinusitis, have been added. Newer treat- 
ments of old conditions, as the oily estrogenic solu- 
tion for chronic atrophic rhinitis, have also been 
included. 

The chapters on foreign bodies in the air pass- 
ages, and that on the indications and the technic 
of tracheotomy are the most radical changes in 
the book. 

JEANNE ROELING-HENLEY, M. D. 





Whooping Cough: By Joseph H. Lapin, B. Chem., 
M. D. Springfield, Illinois, Charles C. Thomas, 
1943. Pp. 237. Price, $4.50. 

The work is well organized, up-to-date, and con- 
tains chapters on epidemiology, bacteriology, path- 
ology, immunology, serology, clinical manifesta- 
tions, hematology, roentgenology, complications, 
diagnosis, prophylaxis of contacts, specific 
treatment, non-specific treatment, treatment of 
complications and public health considerations. 
Such a volume should certainly be a welcome addi- 
tion to the library of any physician dealing with 
pertussis! 

Lack of agreement between various serologic 
tests and observed clinical immunity is properly 
emphasized in the section on “specific treatment”; 
claims and counterclaims appearing in the sections 
on “Immunology” and “Serology” deserve this same 
emphasis and qualification to justify the confusion 
arising so naturally in a review of such contro- 
versial opinions. 

Sympathy is due the author for facing the ordeal 
of attempting to review comprehensively such a 
confusing and often contradictory literature as 
that dealing with this disease. It would seem that 
the work should have included more of the author’s 
own short “discussions”, in which he sums up, ar- 
bitrates, and attempts to rationalize widely diver- 
gent opinions. 

The final chapter sets forth commendable public 
health recommendations; though these are probably 
too elaborate for complete adoption at the present 
time, they should certainly serve well as an authori- 
tative basic guide for officials beset with increased 
hazards in the control of this disease in our over- 
crowded defense areas, and the consequent urgent 
need for revision of our present inadequate regu- 
lations. 

R. V. PLatou, M. D. 





War Injuries of the Chest: Edited by H. Morriston 
Davies, M. Ch., F. R. C. S. and Robert Coope, 
M. D., F. R. C. P. Edinburgh, E. and S. Liv- 
ingstone, 1942. Pp. 131. Price, $2.25. 

This short monograph is a splendid resumé of 
war injuries. It is profusely illustrated and is 
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very sound from the standpoint of clinical mani- 
festations and treatment. It is unfortunate that 
in such a splendid book that chloroform is spoken 
of as a possible anesthetic agent even though it is 
stressed that “its toxicity demands that it be used 
with extreme care.” The book is, however, ex- 
tremely compact and not the least of its virtues is 
the fact that it is small and has a flexible binding 
which would make it possible to carry it in one’s 
pocket without any difficulty. 
ALTON OCHSNER, M. D. 

Principles of Extra-Peritoneal Caesarean Section: 

By James F. Ricci, A. B., M. D., and James Pratt 

Marr, M. D., F. A. C. S. Philadelphia, Blakiston 

Co, 1942. Pp. 224. Price, $4.50. 

This book covers in a compact and concise way 
the history and development of the various forms 
of extra-peritoneal caesarean section and should 
serve as a ready reference for any information on 
this subject if same is desired 

The author’s careful discussion of the anatomy 
and histology of the isthmus and the lower segment 
is complete and gives the reader an accurate under- 
standing of the structures encountered in perform- 
ing this operation. The careful presentation of 
the anatomy and histology of the fascia and its 
relationship to the bladder, lower segments, and 
peritoneum should be of great service to the sur- 
geon who does this type of work. 

The various types of extra-peritoneal caesareans 
and technics are enumerated in a complete and 
careful manner. 

This book should be of much service to the ob- 
stetrician who does surgery, or as a ready reference 
book for statistical data. 

WILLIAM D. PHILLIPs, M. D. 


Sulfonamide Compounds in the Treatment of In- 
fections: By Maurice A. Schnitker, M. D. New 
York, Oxford University Press, 1942. Pp. 195. 
Price, $2.00. 

The presentation of the present concepts of the 
clinical use of sulfonamides is discussed in a clear 
and concise manner. This has been accomplished 
by the author’s restricting the discussions to the 
clinical application, referring to laboratory in vivo 
and in vitro experiments only when there is doubt 
as to its value in the treatment of certain bacterial 
infections. 

The sulfonamides are discussed separately. Un- 
der each subject the authors discuss methods of 
administration, the clinical uses of each of the 
sulfa drugs. In these sections stress is laid on 
the infections in which each drug exerts its most 
specific action, as well as those infections in which 
the efficacy of the drugs is doubtful. These infec- 
tions are given in the form of tables, which are 
very inclusive. There is no question that there is 
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a difference of opinion as to the efficacy of these 
drugs in certain infections. This has arisen from 
the confusion of reports, many of which are from 
poorly controlled and poorly conceived experiments, 
However, the author does give the prevailing con- 
census of opinion of the action of these drugs in 
the different infections. 

The first chapters present in a very concise man- 
ner the important facts dealing with the history 
of the development of these drugs, their chemistry, 
methods of assaying the efficacy of the drugs, a 
discussion of their pharmacological actions, and a 
discussion of the most plausible theories of the © 
mode of action of these drugs. Only the importants 
features of each of these points are brought out, | 
This should simplify and clarify these confusing } 
issues for the average reader. For those who wish 
to delve further into the mysteries of these drugs, © 
the bibliography which is included will be of value. 

The value of any book on the use of sulfonamides 
will depend entirely on a conservative attitude of ~ 
the author. Many of the preceding treatises on the 
same subject have been written by investigators — 
who in their desire to present their knowledge have 
permitted their enthusiasm to outrun their better — 
judgment. Many of the claims made by these au- 
thors have had to be modified or retracted. I do 7 
not feel that the present treatise under discussion 
is as guilty of this as have been other similar books 


on the same subjects. 


In my opinion this book will be a valuable adjunct 
to have in the library. The students should be © 
able to read this book intelligently and to great ad- 
vantage. As a guide to therapy it will contain 
sufficient information to be of value to the thera- — 
peutic doctor. For those who care to delve into 
the mysteries of these drugs, this book would prove 
valuable as a starting reference for the more de- 
tailed investigations which would follow. I think 
this book would be of value if starred as one of the 
preferred articles on the student’s reading list. 


ALFRED B. LONGACRE, M. D. 
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